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IMPORTANT NOTICE 


We announce the opening of our two new service points: 


3904 Lincoln Bldg. 3120 Market Street 
(Opposite Grand Central Station) (Conveniently placed for real service) 
NEW YORK, N. Y. PHILADELPHIA, PA. 


These new locations are in response to numerous requests upon the part 
of our “PURITAN MAID” friends, and give us now, with Boston and Bal- 
timore, a complete Atlantic Seaboard service from four important shipping 
points. This will be of interest also to our friends and customers from 
other sections, who ccme East from time to time. Visit with us. 


Our service to users of anesthetic gases, and gas equipment, is Nation- 
wide. Our products are fully guaranteed, and this guarantee is backed by 
one of the oldest, largest, and financially strongest Companies in this line 
of business. 


We Invite Your Patronage 


PURITAN COMPRESSED GAS CORPORATION 


CYCLOPROPANE — ETHYLENE — NITROUS OXID — OXYGEN 
CARBON DIOXID —- MIXTURES OF CARBON DIOXID AND OXYGEN 


Manufacturers and distributors of MALLINCKRODT CYCLOPROPANE, leading makes 
of Anesthetic Gas Machines, Oxygen Therapy Tents (Sold, Rented, or Serviced from all 
of our locations), Nasal Catheter Outfits, Bedside Inhalation Units, Resuscitators and 
Inhalators, Wilson Soda Lime, etc. 


BALTIMORE CAMBRIDGE CINCINNATI NEW YORK PHILADELPHIA 
CHICAGO ST. LOUIS DETROIT ST. PAUL KANSAS CITY 


SAFE-SIMPLE-ECONOMICAL 
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STAND MODEL 410A 


THE FLOW METERS 


All Kinet-O-Meters are equipped 
with simple dry-float flowmeters 
that control, measure, register and 
deliver each gas independently and 
accurately for all types of cases. 


The unequalled performance of the Heid- 
brink Kinet-O-Meter has_ revolutionized 
anesthesia by supplying better means for 
better results, at greatly reduced cost. Their 
accuracy and mechanical features simplify 
administration and develop the confidence 
of the operator. 


We will gladly furnish you free descriptive 
literature upon request. 


The HEIDBRINK 


-KINET-O- 


METER 


STAND, CART OR CABINET 


MODELS 


For 3, 4 or 5 Gases 


CART MODEL 400A 


THE HEIDBRINK COMPANY 


MINNEAPOLIS 


MINNESOTA 
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Another car comes toward you from nowhere. A 


quick turn of the wheel, a screech of brakes and 
a crash! A tree at the roadside stops you. But 
> thanks to shatter-proof glass, injury is negligi- 


ble, no ugly lacerations. . . Shatter-proof glass 
SHATTER-PROOF GLASS ehas greatly reduced driving hazards. 


IS GENERALLY ACCEPTED 


ETHER AS SAFEST FOR 
GENERAL ANESTHESIA 


For increased safety and convenience, Mal- 
linckrodt Ether is packaged in patented 
chemically-treated, hermetically sealed, sol- 
derless cans of 44, 4% and 1 pound sizes. All 
possibilities of contamination are precluded. 
3 The ether is pure whenever the can is 
opened. 

| The important factor of purity in ether has 
been successfully met by Mallinckrodt Ether 
Anesthesia. Anesthetists, surgeons and physi- 
cians everywhere trust to its high purity for 
smooth induction and _ efficient narcosis. 


CHEMICAL WORKS U. S. P. tests and special senstive 
ST. LOUIS NEW YORK Mallinckrodt tests, produce an ether free 
CHICAGO TORONTO from aldehydes and peroxides. Thus irritant 
PHILADELPHIA MONTREAL effects and respiratory toxicity is minimized. 


MAKERS OF FINE CHEMICALS SINCE 1867 
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ANESTHETIC GASES ARE EXPENSIVE— 
WHY WASTE THEM? 


McKesson Model L 
with Carbon Dioxid Absorber 


Only McKesson has a second rebreathing bag 
for use while examining or changing soda lime. 
No gas need be lost when the absorber is opened. 
Only one of the many advanced McKesson fea- 

tures. Literature on request. 


McKESSON APPLIANCE COMPANY 
2228 Ashland Ave. Toledo, Ohio 
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Banquet of National Association of Nurse Anesthetists 
Sept. 14 - Ritz-Carlton Hotel, Atlantic City, N. J. 


REPORT OF FIFTH ANNUAL MEETING 
NATIONAL ASSOCIATION OF NURSE 
ANESTHETISTS 


The fifth annual meeting of the Na- 
tional Association of Nurse Anesthe- 
tists was held in Atlantic City, N. J., 
September 13 to 17, inclusive, in con- 
junction with the American Hospital 
Association. The attendance was ap- 
proximately 300, with thirty-five states 
represented, also Canada and Hawaii 
(see registration list on page 447). 


The program, which appeared in de- 
tail in the August issue of the Bulletin, 
was carried out in full. A portion of 
the papers presented appear in this is- 
sue, and others, for lack of space, will 
be carried forward to the February 
issue. 

The Board of Trustees met on Mon- 
day, September 13, to review the work 
of the year and to formulate their rec- 
ommendations for the general meeting 


covering the future program of the or- 
ganization. = | 

On Tuesday morning Dr. Claude 
Munger, President of the American 
Hospital Association, brought greetings 
to the assembly at the general session, 
and in his remarks emphasized the in- 
dispensability of the nurse anesthetisi 
to present-day hospital service. 


The banquet was held on Tuesday 
evening at the Ritz-Carlton Hotel and 
approximately two hundred and fifty 
were present. Thirteen of the nineteen 
states now organized in the National 
Association were represented at the 
speakers’ table. The Honorable Charles 
J. Margiotti, Attorney-General of 
Pennsylvania, and Mr. Robert Jolly, of 
Memorial Hospital, Houston, Texas, 
Past President of the American Hospi- 
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UNSCHEDULED EVENT AT BANQUET 


tal Association, were the guest speak- 
ers. 


The banquet was complicated for a 
short time by a strike of the cooks and 
waiters of the hotel, called shortly be- 
fore the scheduled time for serving. 
After a conference of a few minutes the 
officers decided, in view of the fact 
that the food had been prepared, that 
they and the Presidents of the State 
Associations, with the volunteered help 
of the distinguished guests, Mr. Jolly 
and Mr. Margiotti, would act as waiters 
and waitresses. It developed, however, 
that the hotel management were finally 
able to substitute with an entirely new 
crew of waiters. The incident created 
a great deal of amusement and a spirit 
of informality that enlivened the us- 
ually somewhat serious atmosphere of 
this function. The offer of our officers 
and guests to fill the breach exempli- 
fied the anesthetists’ real motto—serv- 
ice. 

The business session was held on 
Thursday morning, the President, Miss 
Hilda R. Salomon, presiding. Miss An- 
na Willenborg acted as Secretary of 
the meeting in the absence of Miss 
Mary Lucille Goodman, Executive Sec- 
retary. 


The minutes of the last meeting were 
read and approved. 

The following reports were read and 
approved, and appear in full in this 
issue on the pages indicated: 


Report of the President, page 408. 

Report of the Executive Secretary, page 
411. 

Report of the Treasurer, page 413. 

Report of the Membership Committee, 
page 414. 

Report of the Educational Committee, 
page 414. 

Report of the Public Relations Com- 
mittee, page 415. 

Report of the Publishing Committee, 
page 417. 

Report of the Revisions Committee, 
page 419. 

Report of the Trust Fund Committee, 
page 420. 

Report of the Placement Bureau Com- 
mittee, page 423. 

Two important decisions were made 
at this meeting, as follows: 

First: Following the report submit- 
ted by a special committee, it was vot- 
ed unanimously to move the Head- 
guarters of the National Association of 
Nurse Anesthetists to Chicago, and to 
employ a full-time office secretary. 
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Miss Anna Willenborg, of St. Joseph’s 
Hospital, Chicago, was appointed by 
the Board of Trustees to serve as Ex- 
ecutive Secretary and will be in charge 
of all routine business and correspon- 
dence at Headquarters. The office of 
the Treasurer will remain at 2065 Adel- 
bert Road, Cleveland, Ohio, for the 
year. 

Second: It was voted to establish 
and maintain a Placement Bureau for 
members of the National Association, 
to be operated at the National Head- 
quarters. 

It was voted to have available at Na- 
tional headquarters copies of the port- 
folio on state organization work pre- 
pared by Miss Verna M. Rice. 

A clinic was held on Friday morn- 
ing at Atlantic City Hospital and was 
well attended. Sister Borromea of St. 
Francis Hospital, Peoria, Illinois, dem- 
onstrated the use of cyclopropane and 
those present were given an opportuni- 
ty to discuss the advantages and dis- 
advantages of this anesthetic. 

The following officers will serve the 
Association for the coming year: 
President—Miriam G. Shupp 

Strong Memorial Hospital, Roches- 
ter, N. Y. 


First Vice-President—Hattie Vickers 


Vanderbilt University Hospital, 


Nashville, Tenn. 
Second Vice-President— 
Rosalie C. McDonald | 
Emory University Hospital, Emory 
University, Ga. 
Third Vice-President— 
C. Virginia Godbey 
Norfolk Protestant Hospital, Nor- 
folk, Va. 


Treasurer—Gertrude L. Fife 
University Hospitals, Cleveland, O. 


Trustees— 


Hilda R. Salomon | 
Jewish Hospital, Philadelphia, Pa. 
Dorothy M. Hoadley 
Methodist Hospital, 
Texas. 


Fort Worth, 


Historian—Helen Craven 
City Hospital, Welfare Island, New 
York City 


LIFE MEMBER 

Miss Helen Craven, City Hospital, 
Welfare Island, Néw York City, was 
accepted as a Life Member of the Na- 
tional Association in consideration of 


the usual payment of One Hundred 


Dollars. 


PRESIDENT’S REPORT 


Another year has come to a close 
and we are assembled to review the 
work of cur organization. It is indeed 
a great pleasure to greet you at this 
the fifth annual convention and we 
heve made every effort to prepare a 
program which we hope you will find 
helpful and inspirational. The detailed 
reports of the activities cf the Associa- 
tion will be presented, therefore my 
report will be as brief as possible, men- 
tioning only some of the problems we 
have had under consideration. 


It has been the aim of the Beard of 
Trustees to obtain the active participa- 
tion of an ever-widening group of an- 
esthetists in committee work. The op- 
portunity to develop leadership within 
the organizaticn comes largely through 
serving on committees with those who 
are familiar with the activities and 
problems of the Association. For the 
continued growth of this organizaticn 
I strongly urge a continuation and ex- 
tension of this policy. 

With a membership of approximate- 
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ly 1400, we find that about 15 per cent 
attend the annual conventicns. Much 
is to be gained by meeting with your 
colleagues annually and exchanging 
ideas, and so veluable are the reports 
and papers presented that the oppor- 
tunities and advantages of conventions 
such as this are too numerous to be 
mentioned. Let us this year make 
every endeavor to increase the attend- 
ance at our next ennual meeting. You 
who are interested can surely interest 
others. 


One of the most important projects 
under consideration during the past 
year was the transfer of Headquarters 
from Cleveland to Chicago. Since the 
National Association was organized we 
have been most fortunate in having the 
cooperation of the officials cf the Uni- 
versity Hospitals of Cleveland. Now 
that we are firmly established and have 
a substantial balance in the treasury, 
we feel that continued operation of 
Headquarters in Cleveland would be 
an impositicn on that group. A com- 
mittee was appointed to investigate the 
advisability of this change, the proper 
location, expense, et cetera, and it is 
our hope that directly following this 
meeting we shall be prepared to an- 
nounce the change. We are most grate- 
ful fer the many kindnesses extended 
by all who heve in any way helped to 
organize and maintain the National 
Association of Nurse Anesthetists, and 
take this opportunity to express our 
appreciation. 


The demand for nurse anesthetists 
this year has been so much greater 
than the supply, that a reccmmenda- 
tion was made by. your President in 
her last report for the establishment of 
a Placenient Bureau for Nurse Anes- 
thetists at Headquarters. A committee 
is at present formulating plans and it 
is hoped that in connection with the 
new headquarters we shell be able to 
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develop and maintain this registry with 
a full time secretary. 

Little mention need be made of the 
work done by the Publishing Commit- 
tee—the past four issues of the Bul- 
letin certainly speak for themselves. If 
you have not received copies of this 
valuable publication please keep the 
Executive Secretary advised cf your 
latest address. In checking the list of 
members and addresses some errors are 
noticed. This is not our fault. If you 
have changed your position from one 
hospital to ancther you have probably 
neglected to notify us of the change of 
address and since we have been fortu- 
nate in obteining postal permit for sec- 
ond class mail, the misdirected Bul- 
letins are not forwarded. 


For the betterment cf the Associa- 
tion the Board of Trustees has felt it 
advisable to suggest a revision of the 
present Code ‘of Regulations. As this 
is a tedious and difficult task, the Revi- 
sions Committee has necessarily spent 
considereble time cn this work. Final 
changes will be presented for your 
consideration during the coming year. 


The Educational Committee has been 
working most diligently toward the 
“grading of schools” and the advisabil- 
ity cf a “Board of Examiners.” A 
comprehensive report will be presented 
at this meeting. 

Every organization is most interested 
end concerned with its public relations 
activities and it is regretted that the 
ideas and suggestions formulated by 
the Public Relations Committee could 
not be realized this year. This pro- 
gram requires much work and we shall 
need the cooperation and help of every 
member throughout the country to 
carry it into effect. The grouping of 
states into divisions will be the first 
step toward esteblishing a systematic 
methcd by which we may accomplish 
the major purposes of the National or- 


ganization. We urge you to respond 
graciously and actively this next term 
when called upon for your assistance. 


The establishment of a Trust Fund 
is being ccnsidered by the Board and 
it is hoped that much progress will be 
made along these lines during the com- 
ing year. 

Nineteen states have already organ- 
ized and are showing increased inter- 
est. We have on hand at Headquer- 
ters material giving information in re- 
gard to the method of procedure for 
crganizing a State Association and we 
will be very happy to assist you at any 
time in bringing together the anesthet- 
ists in your state for the purpose of 
group activity. Bear in mind the old 
adage, “In union there is strength” and 
- exemplify it by forming state groups. 

As retiring President I am eager to 
express to ycu how deeply I have ap- 
preciated the honor and privilege of 
serving you for the past two years. The 
position offers many possibilities and 
edvantages, not the least of which is 
the oppcrtunity to meet with leaders of 
various other organizations as well as 
those of our own groups. These work- 
ers in kindred professions have come 
frcm East and West, from North and 
South, and to have met them and coun- 
selled with them has been an inspira- 
tion as well es a means of gaining a 
clearer picture of the working of our 
profession. It has been my desire to 
give the best I have to our Naticnal 
Association, and I feel that despite hard 
work, despite many troublesome diffi- 
culties and many hours of detailed 
planning, I have received far more than 
I have given. 


What has been accomplished is due 
largely to the unfailing assistance and 
support rendered by the officers, the 
Beard of Trustees and the members of 
committees, and to them I am truly 
grateful. Your petience with my short- 
comings and your loyalty and coopera- 
tion are deeply appreciated. 


May the coming years be filled with 
satisfaction and accomplishments. May 
we strengthen the bonds cf fellowship 
and of friendship and mezey our com- 
bined efforts be the power which shall 
not only provide unfailing and unfal- 
tering assistance to the incoming Pres- 
ident—but as well, to the onward and 
upward progress cf our organization. 


The Board of Trustees recommends: 


1. The continuation of action toward 
the establishment of a Placement Bu- 
reau at Headquarters. 

2. That Headquarters for the Nation- 
al Association of Nurse Anesthetists be 
established in Chicago, with the em- 
ployment of a full time office secretary. 

3. That a letter of thanks expressing 
the deep gratitude of this Association 
be sent to the University Hospitals of 
Cleveland, in appreciation cf its sup- 
port and assistance during the past five 
years. 

4. That immediate action be taken 
toward carrying out the outline as 
recommended by the present Public 
Relaticns Committee. 

5. That careful consideration be giv- 
en to the Code of Regulations now be- 
ing revised, before submitting same to 
the members. 

Respectfully submitted, 
R. SALOMON 
September 16, 1937 
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ANNA WILLENBORG 


St. Joseph’s 
Hospital 
Chicago, Illinois 


Executive Secretary 


REPORT OF EXECUTIVE SECRETARY 


Total paid-up membership September Ist, 1937: 


Active 1,278 

Asscciate 74 1,352 
Delinquent members September Ist, 1937: 

Active 173 

Associate 15 188 
Anesthetists requesting that their names be placed on file for positions.... 17 
Pieces of mail sent out (exclusive of Bulletins) approximately............ 4,950 
Notices of acceptance <s members mailed tc applicants 


On September Ist, 200 programs for the annual meeting in Atlantic City 
were mailed te recent applicants and others on the mailing list, the program 
having also been published in the August issue of the Bulletin. 

In November, 1936, 2 secretary was employed for five half days each week, 
at the rate cf $50.00 per month. She resigned on July Ist, 1937, because of ill- 
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ness, since which time the office secretary in the department, who was familiar 
with the routine, has taken care of the work to avoid breaking in a new secre- 
tary for the balance of the year, or until such time as a decision can be made 
relative to headquarters. 

At the request of Ann M. Nightengale, President of the University Hospitals 
(Lakeside) Schcol of Anesthesia Alumnae Association, the Board of Trustees 
decided to allot one page per issue in the Bulletin to the alumnae essociation for 
any material they might wish to publish. | 

The Association headquarters office desires to call attention to scme com- 
plaints which have been received from members concerning the sending of money 
to the headquarters office by mail without its ever heving been received at the 
Treasurer’s office. These lcsses are very probably explained by the recent arrest 
and conviction of an employee at Lakeside Hospital, where the Treasurer’s of- 
fice is located. This employee was arrested for intercepting mzil and. removing 
cash therefrom, and there was found upon his perscn a letter from an Associa- 
tian member which had contained a remittance. It is suggested that remittances 
in the future be made either by post<] money order, registered mail, or personal 
check. 

We wish to thank the State Association officers who have cc-operated in the 
prompt and efficient conduct of inter-Association business, 

Respectfully submitted, 

September 10th, 1937 Mary Lucite GoopMan, Executive Secretary 


MARY LUCILE GOODMAN 


University Hospitals 
of Cleveland 


Executive Secretary 
1935-36-57 
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TREASURER’S REPORT 


Cash in Bank August 31, 1936 $ 5,824.39 
Receipts September 1, 1936 to August 31, 1937: : 
- Initiation Fees $ 350.00 
Dues — National Association 2,834.10 
— State Associations 1,542.00 
Reserved for Trust Fund 134.40 
Reserved for Publishing Fund 697.85 
Sale of Advertising Space in Bulletin 1,375.00 
Sale of Pins 136.50 
Interest Earned 67.57 
Miscellaneous 7.00 7,144.42 
$12,968.81 
| Disbursements September 1, 1936 to August 31, 1937: 
Publishing Bulletins $1,455.47 
Convention Expenses 762.80 
Office Salaries 680.00 
Legal Services 601.00 
Traveling Expenses 430.72 
Transfers to State Associations 290.50 
Postage 236.75 : 
Office Rent 224.00 
Printing and Office Supplies 152.82 
Pins Purchesed | 127.83 
Telephone and Telegraph 67.90 
Accounting Services 40.00 
Books and Periodicals 11.29 
Office Equipment 6.18 
Moving Expense 3.00 
Miscellaneous 51.87 5,142.13 
Cash cn Hand and In Bank August 31st, 1937 $7,826.68 
Consisting of the following: 
Savings Account No. 38726 $7,380.37 
Checking Account 207.96 
Cash on Hand $238.35 $7,826.68 


The foregoing figures have been verified by the auditor in the usual manner, 
end his report is on file. 
Respectfully submitted, 
. GERTRUDE L. Fire, Treasurer 
September 10, 1937 
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REPORT OF MEMBERSHIP COMMITTEE 


The Membership Committee has held 
monthly meetings during the year. 

The committee passed upon and ap- 
preved 324 applications for membership 
in the National Association of Nurse 
Anesthetists—297 active and 27 asso- 
ciate. Eight applications ‘were re- 
jected. 


The total number of applications 
which have been approved since the 
organization was started is 1847. 

Respectfully submitted, 
MyYRN MOMEYER, Chairman 
MARIAN HOLLISTER 
MARJORY H. WALKER 
September 10th, 1937 


REPORT OF THE EDUCATIONAL COMMITTEE 


The activities of your Educational 
Committee during the past year have 
centered chiefly around, and now em- 
phasize the desirability of developing 
a workable composite plan on a broad 
national scope, looking to:— 


First 


The establishment of inspected stan- 
dards of training in Schools of Anes- 
thesia which desire acceptance by the 
National Association of Nurse Anes- 
thetists or whose graduates can expect 
to be acceptable for membership in our 
Association—this instruction and train- 
ing to be at least equivalent to the 
“Pattern Curriculum” already adopted 
by our Association. 


Second 


The examination and certification of 
suitable graduates from such “accred- 
ited” schools of training in this sub- 
ject, as well as examination and/or 
certification of currently active nurse 
anesthetists of requisite training, skill 
and experience. 

To appraise the soundness of this 
composite plan of spurring schools of 
anesthesia to a stated and inspected 


standard cf training, and of eventually 
nationally certifying Nurse Anesthe- 
tists individually, we have contacted 
individual members of the American 
Board of Surgery and of the American 
Hospital Association and have received 
favorable reaction to the idea behind 
the plan,- without under-rating the 
many problems to be overcome in 
working out the details practically. 


Since our committte feels that the 
fullest development and value of its 
plan will be greatly enhanced by co- 
operation of national groups, such as 
the American Hospital Association and 
the American Board of Surgery, it is 
now planning to contact those bodies 


officially and in the meantime requests 


your approval of its plan, and your 
authorization to proceed with it along 
lines which will be worked out by the 
Educational Committee and the Board 
of Trustees. 
Respectfully submitted, 

HELEN LAMB, Chairman 

OLIVE BERGER 

MAE CAMERON 

MARY MUELLER 

SISTER RUDOLPHA 
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REPORT OF PUBLIC RELATIONS COMMITTEE 


Activities have during the past year 
been largely concerned with study of 
erganizational problems inherent to the 
function of the Public Relations Com- 
mittee. Briefly stated, these studies, 
based on recommendations made in the 
1935 report of this committee and ac- 
cepted at that convention, have re- 
sulted in the formulation cf organiza- 
tional outlines, a resumé of which is 
herewith given. 

First Grouping states into larger di- 
visions, taking into considera- 
tion the following factors: 

(a) Gecgraphical proximity 

(b) Distribution of members, 
approximately equalized 

(c) Grouping of unorganized 

tates with organized 

states, so that organization 
f former be facilitated 


roviding fcr contact be- 
ween National committees 
end State Associations. 


Second ation of a form to be 
used in\a research conducted 
to determine, as accurately as 
possible, the value of nurse an- 
esthetist service, data ‘based 
on: 

(a) Numerical strength 

(b) Efficiency cf service 

(c) Legality of service 

(d) Outlined recommendations 
as to proper means to be 
employed to build up 
friendly, helpful contacts 
with other professional 
groups and the laity for the 
purpose of acquainting 


(d) 


them with the value of 


such service in particular 
locelities, and to make 
known a National program 
concerned with the ad- 


vancement of the work as 
a whole. In this connec- 
tion the importance of cre- 
ating still wider influence, 
by increased use of judi- 
ciously planned informa- 
tional publicity, is empha- 
sized. 

Third Compiling cf a “question- 
naire,” giving pertinent facts 
regarding the establishment of 
nurse anesthetist service and 
advancing constructive argu- 
ments for its continuance as a 
branch of hospital service. 


These outlines have been submitted 
to the Chairmen of the Board of Trus- 
tees, and it is the hope cf this commit- 
tee that they may prove of help in any 
plan for extension of public relations 
service which may later be decided up- 
on. 


That success of any such service will 
depend largely upon the degree of co- 
operation established between those 
concerned, is self-evident. With this 
in mind we urge State Association offi- 
cers to send in any suggestions which 
would clerify the situation in their 
particular state, and in turn to feel 
free to consult with this committee, 
thrcugh Headquarters, on any problem 
relative to public relations activities. 


Legislation — We are happy to re- 
port that while there have been dur- 
ing the year recurring threats to pass 
legislation unfavorable to nurse anes- 
thetists, up to date no definite action 
has been taken in any state. A partic- 
ularized summary of the present situa- 
tion is herewith presented. 


California — Following the favorable 
decision we obtained in California, con- 
siderable agitation occurred in the 
legislature in regard to a possible re- 
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newing of adverse action against nurse 
enesthetists. As a necessary safe- 
guard arrangements were made to have 
our legal counselcr obtain and exam- 
ine all bills which might adversely af- 
fect our interests; to dete none have 
been found to contain anything inimic- 
al to such. In this connection there is 
no doubt but that the favorable out- 
come of the California case has had 
not only a definite influence in that 
state, but has also affected favorably 
the cause of nurse_ anesthetists 
throughout the entire country. 

Florida — Upon receiving reports 
that an adverse bill was likely to be in- 
troduced during the spring legislative 
session, precautionary measures were 
set in motion; the Florida State Asso- 
ciation of Nurse Anesthetists co-cper- 
ating with the National Association in 
keeping the situation well covered. 
Your chairman, in personal touch with 
the situation, was gratified to learn 
from hcspital authorities that not only 
wes a nurse anesthetist service consid- 
ered satisfactory, but they would be 
loathe to change the existing situation. 
It is therefore our opinion that legisla- 
tion against the nurse anesthetist is 
not likely to be instituted in the state 
cf Florida. 

Indiana — The situation here re- 
mains practically the same, but we feel 
assured that an alert watch is being 
maintained by the nurse anesthetist 
grcup in that state. 

New York — The decision of the 
Committee on Legislation of the New 
York Medical Society to delay action 
on proposed legislation to secure pas- 
sage of a bill that would “restrict the 
giving of anesthetics to physician an- 
esthetists,’ has changed a feared prob- 
ability to a possible future event. It is 
significant that this proposal to delay 
wes presented by the American Socie- 
ty of Anesthetists and the American 


Society cf Regional Anesthesia—infer- 
ence might reasonably be drawn from 
this fact that nurse anesthetist service 
is not entirely disapproved by two im- 
portant societies deeply interested in 
the progress of anesthesia. 


The reasons given, in asking for the 
delay of “a year or Icnger,’ demand 
our serious attention, indicating as they 
do, a change of policy in regard to the 
future course of action to be follcwed 
by those opposed to the continuance of 
nurse anesthetist service. Briefly out- 


_ lined these reasons are: 


First — Acknowledgment cf the nu- 
merical strength of nurse anesthetists 
in New York state; Second—acknowl- 
edgment of the resulting herdship, 
should a system now established (and 
apparently satisfactory) be changed; 
also expression that there are many 
surgeons in New York state who are 
net yet persuaded of the wisdom of 
limiting the administration of enesthe- 
sia to physicians; coupled with this 
suggestion of interim missionary effort 
to convert hospitals to medical anes- 
thetist service. 

Analysis of the above legislative 
summary wculd indicate that legisla- 
tive opposition will not be a prominent 
feature in the future progrem of op- 
posing parties. This fortunate turn of 
events will not however make us less 
alert in watching the legislative situa- 
tion, as we realize keenly that if the 
grcund gained is to be kept, vigilance 
must not be relaxed. 

It is the opinion of this committee 
that the legislative situation, generel- 
ly, is greatly modified, and that this 
happy turn of events is due largely to 
the weight and influence exerted by 
the National Association. Future 
progress will be made not by crit- 
icism of our opponents, but rather 
by concerted action, to build up strong 
cooperation between the National As- 
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sociation and State Associations, in 
furthering a national educaticnal pro- 
gram, concerned with rendering the 
best possible anesthetic service to the 
public. The accomplishment of this ob- 
jective will by making prominent the 
National Association of Nurse Anes- 
thetists, as a body devoted to the prog- 
ress of anesthesia— give conclusive 
proof of the place and value of nurse 
anesthetist service in hospital work, 
and supply the most convincing reason 
for its continuance. 


The committee expresses apprecia- 
tion of the helpful cooperation ex- 
tended by the Board cf Trustees, and 
the valuable assistance rendered by our 
legal counselor. 

Respectfully submitted, 

AGATHA HODGINS, Chairman 

Lou E. ADAMS 

CorA McKay 

MyYRA B. QUARLES 

JEAN O’BRIEN 

MARIAN ROBINSON 
September 10th, 1937 


REPORT OF PUBLISHING COMMITTEE 
COMPARATIVE STATISTICAL REPORT FOR YEARS 1935-36-37 


No. of pages 
Year exclusive of No. copies 
Advertising distributed 
1935 
(3 issues) 149 3,671 
1936 
(3 issues) 185 4,600 
1937 
Nov.-’36 
Feb. 206 6,400 
May- 37 | 
Aug.-’37 


Total cost of 
Bulletin Advertising 
cluding postage* Pages Income 
$ 762.92 16 $ 820.00 
1,056.24 19% 911.00 
1,422.73 28 1,270.00 


Publishing Fund accumulated during current year to September 
1st, 1937 (subscription price, 50c, deducted from dues of 


each individual member) 


Total receipts Publishing Fund for 1937 
Total cost of publishing 1937 issues 


Surplus for year 


$ 698.85 


$1,968.85 
1,422.73 


$ 546.12 


The Bulletin wes entered as second class matter on February 6, 1937, at the 
Postoffice at Cleveland, Ohio, under the Act cf March 3rd, 1879. It may be of 
interest to note the saving effected by sending the Bulletin out under second 


class rates. 


For instance, it cost $3.92 to mail the February issue under the sec- 


ond class postal rates, otherwise it would have cost $24.08. In this connection, 
however, the members must realize that matter mailed under the provisions for 
second class matter cannot be sent to a forwarding address unless extra postage 


* (Still a credit of $10.29 at the postoffice on $25.00 deposit on postage.) 
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NEW MEMBERS OF THE BOARD OF TRUSTEES 


DoROTHY HOADLEY 

Methodist Hospital 

Fort Worth, Texas 
1937-40 


HATTIE VICKERS 
Vanderbilt Univer- 
sity Hospital 
Nashville, Tenn. 
1937-38 


THERESA A, MCTURK 


Metropolitan Hospital 
: Philadelphia, Pa. 
1937-39 
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is added. 


It is therefore impertant that members notify headquarters promptly 


of any chenge of address in erder to insure prompt delivery. 

We again wish to thank the companies that have accepted advertising space 
in the Bulletin for their continued support, which has made it possible for us to 
bring to the attention of our members leading firms manufacturing anesthesia 


supplies. 


We wish to express our appreciation to those who have contributed articles 
to the Bulletin. In reviewing the past issues it is not only interesting but it is 
a great compliment-te our orgenization to have had the opportunity to include 
articles from so meny leaders in the medical profession. We are indeed grate- 


ful for their interest and help. 


Respectfully submitted, 


September 10, 1937 


GERTRUDE L. Fire, Chairman 
EsTHER MEIL 

FLORENCE SARGEANT 

GERTRUDE ALEXANDER TROSTER 
LOUISE SCHWARTING 


REPORT OF REVISIONS COMMITTEE 


- The Revisions Committee presents 
for your consideration the following 
suggested changes in the Code of Reg- 
ulations of the National Association of 
Nurse Anesthetists: 

The title changed from “Code of Reg- 
ulations” to “By-Laws of the National 
Association of Nurse Anesthetists.” 

Article II, Section 1: Strike out word 
“members” and insert “Association.” 

Article II, Section 2: Strike out: “One 
member of the Board of Trustees shall 
be elected for one year, one for two 
years, one for three years, one for four 
years and one for five years.” 

Article III, Section 1 corrected to 
read: “The officers of this Association 
shall be a President, First Vice-Pres- 
ident, Second Vice-President and 
Third Vice-President, Executive Secre- 
tary, Treasurer and Historian; and with 
the exception of the Executive Secre- 
tary and the Historian, shall be elected 
for terms of one year each at the reg- 
ular annual meeting of the members 
of the Association. The officers shall be 


eligible for re-election except the Pres- 
ident, who may not succeed herself for 
more than two consecutive terms of 
office of one year each. The Historian 
shall be appointed by and hold office 
for such term as is designated by the 
Board of Trustees.” 

Article IV, Section 3: On the fourth 
line insert “By-Laws” instead of “Code 
of Regulations.” 

Article V, Section 5: On the second 
line insert “By-Laws” instead of “Code 
of Regulations.” 

Article VI, Section 2: Insert the word 
“women” in the third line before “nurse 
anesthetists,” and in the second line 
after “any association of.” 

Article VI, new Section 4: To read: 
“Memberships are transferable from 
one state to another. Transfer of said 
membership is effected through head- 
quarters by executing properly the 
forms provided by the National Asso- 
ciation of Nurse Anesthetists for said 
purpose. A member must be in good 
standing for the current year in the 


419 


State Association of Nurse Anesthetists 
from which she requests transfer or 
if delinquent, her dues for the current 
year must accompany her request for 
transfer.” 

Article IX: Strike out “Code of Reg- 
ulations” and insert “By-Laws.” 

Article XI: Strike out “This Code of 


Regulations’ and insert “These By- 
Laws.” 
Respectfully submitted 
THERESA A. McTURK, 
Chairman 
HATTIE VICKERS 
A. WARE 
September 13, 1937 


REPORT OF TRUST 


The Trust Fund Committee presents 
the following resolution: 

BE IT RESOLVED that the members 
of the Board of Trustees of the Nation- 
al Asscciation of Nurse Anesthetists, 
and their successors, be and they are 
hereby appointed and _ constituted 
Trustees of a fund to be known as the 
Trust Fund of the National Association 
of Nurse Anesthetists hereinafter re- 
ferred to as the Trust Fund. 

The terms, provisions and purpcses 
of said Trust Fund and the duties of 
seid Trustees are as follows: 

1. Beginning January 1, 1938 and an- 
nually thereafter, there shall be set 
aside from the Treasury of the Nation- 
al Association of Nurse Anesthetists the 
sum of ten cents (10c) per each mem- 
ber in gocd standing and said money 
deposited in a seperate account known 
as the Trust Fund of the National As- 
sociation of Nurse Anesthetists in the 
bank in which the National Association 
of Nurse Anesthetists deposits its 
funds. The Treasurer cf the National 
Association of Nurse Anesthetists shall 
also serve as the Treasurer of said 
Trust Fund of the National Association 
of Nurse. Anesthetists and shall make 
an annual report to the Trustees of 
such Trust Fund, such report to con- 
tain a statement of the amount of con- 
tributions received from each State 
Association as well as the amount paid 
into said Trust Fund by the National 


FUND COMMITTEE 


Association cf Nurse Anesthetists, 
showing the amount contributed on 
account of members from each of the 
several states. Such report shall also 
show the disbursements from said 
Fund fcr investment purposes, as well 
as payments to beneficiaries of said 
Fund and in the case of payments to 
beneficiaries, the amount paid shall be 
divided as to states, showing the 
amount paid to members residing in 
each of the severel states; such report 
shall also contain a complete statement 
cf disbursements for expenses of oper- 
ating the Fund and shall show the bal- 
ance on hand in cash, securities or any 
other property or evidence of indebt- 
edness. 

Beginning with January 1, 1943, each 
State Association affiliated with the 
National Association of Nurse Anes- 
thetists shall contribute to this Trust 


Fund ten cents (10c) per each member 


in good standing and shall keep an ac- 
curate record of all such payments to 
said Trust Fund in addition to such 
records which shall be kept by the 
Treasurer of seid Trust Fund of the 
National Association cf Nurse Anes- 
thetists. 

The Trustees of this Fund are em- 
powered to accept contrib ions, be- 
quests and gifts from persons vhether 
members or not of the National Assc- 
ciation of Nurse Anesthetists, provided 
no conditions attach to such contribu- 
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tions, bequests or gifts which weuld be 
inconsistent with the purposes of this 
Fund or which in any way restrict the 
operation of the Fund es a whole, and 
any funds received from such contri- 
butions or gifts shall beccme part of 
this Trust Fund and subject to the 
provisions of this Resolution in the 
same manner as funds paid into this 
Trust Fund from the general funds of 
the National Association cf Nurse An- 
esthetists. 

2. The Trustees of said Trust Fund 
shall es soon as the sum of One Thou- 
sand Dollars ($1,000.00) has been ac- 
cumulated, invest said monies in secur- 
ities which constitute legal invest- 
ments for life insurance companies and 
savings banks under the laws of the 
State cf New York. The said funds are 
to be invested in no other securities 
under any circumstances. 


3. There shall be no disbursements © 


from this Fund for any purpose except 
for the purchase of securities author- 
ized herein and for legal and proper 
brokerage fees and commissicns, before 
October 1, 1957, and there shall be no 
disbursements except for the purchase 
of securities as aforesaid on or after 
October 1, 1957, unless there shall be 
not less then Fifty Thousand Dollars 
($50,000.00) in said Fund, and in the 
event that there is a balance of Fifty 
Thcusand Dollars ($50,000.00) in said 
Fund at that time, no disbursements or 
expenditures shall be made except out 
of interest or earnings, it being the in- 
tention of the National Association of 
Nurse Anesthetists to preserve the 
principel funds intact. 

It is provided, however, that if the 
principal sum cf One Hundred Thou- 
sand Dollars ($100,000.00) has been ac- 
cumulated prior to October 1, 1957, dis- 
bursements may then be made out of 
the interest or earnings of said Fund 
for the purpose hereinafter specified, 


and such disbursements may be made 
cut of said income of said Fund prior 
to October 1, 1957, es long as the prin- 
cipal amount of said securities and 
said monies in said Trust Fund is not 
less than One Hundred Thousand Dol- 
lars ($100,000.00). 

It is further provided that if at any 
time the tctal value of the securities 
and monies held by this Trust Fund 
shall be less than Fifty Thousend Dol- 
lars ($50,000.00), no disbursements of 
any kind or character shall be made 
except for the purchase of securities as 
herein provided and the payment of 
brokerage fees in connection with such 
purposes. 

4. The. purpcse for which this Trust 
Fund is created is to provide for such 
members of this Association who may 
become indigent through age or phys- 
ical disability. It is the intention of 
the National Association of Nurse 
Anesthetists to eventually establish 
and maintain with the proceeds of 
this Fund a home for such mem- 
bers as may become indigent and 
who may become entitled to the ben- 
efits of this Fund as herein previded. 
It is provided, however, that until such 
time as such a home shell be estab- 
lished and maintained, members en- 
titled to the benefits of this Trust 
Fund may in the discretion of the 
Trustees of this Fund be granted 
monthly benefits according to their 
needs, but in no case in excess of Thir- 
ty Dcllars ($30.00) per month to each 
such member, and payment of such 
benefits shall be made only out of in- 
come of said Fund and in no cease out 
of the principal. 

5. No person shall be entitled to the 
benefits of this Fund unless she shall 
have been an active member in gocd 
standing of the National Association of 
Nurse Anesthetists for not less than 
twenty (20) years. 
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When said proposed home for the 
purpose of previding care and mainte- 
nance for indigent and infirm members 
who qualify hereunder for such main- 
tenance, shall have been established, 
each and every member who makes 
application for admission to such home 
for the purposes herein provided and 
who is eccepted as qualified to receive 
such benefits, shall before entering said 
home execute valid assignment in writ- 
ing to said Trust Fund of any and all 
monies, securities, real estate or prop- 
erty of any kind and description what- 
soever which said beneficiary may in- 
herit or otherwise become entitled to 
receive in the future frcm any source 
whatsoever. 

6. Any member who shall cease to 
contribute to this Fund or who shall 
cease to be a member in good standing 
of the National Association cf Nurse 
Anesthetists prior to becoming eligible 
to receive the benefits of this Trust 
Fund shall forfeit any and all rights 
hereunder and shall not be entitled to 
any refund of any kind or neture, and 
shall have no further right or interest 
in and to said Fund. 

7. The Treasurer of said Trust Fund 
shall furnish a good and sufficient sure- 
ty bond executed by a solvent Bond- 
ing Company in favor of said Trust 
Fund conditioned upon the faithful 
performance cf her szid duties as 
Treasurer, and said bond shall be in 
the amount of fifty per cent (50%) of 
the total amount of monies and secur- 
ities belonging to said Trust Fund in 
the custody of said Treasurer. 

The Trust Fund Committee shall 
select a bonding company that meets 
with the approval of the Board of 
Trustees for such bonding of the 
Treasurer. 

8. It is further provided that in view 
of the difficulties of determining how 


this Trust Fund may be managed et a 
future date, the active members in 
good standing of this Association may 
at any annual meeting modify or 
amend any or all of the terms, previ- 
sions and/or purposes herein specified, 
provided such resolution or modifica- 
tion or emendment receives the affirm- 
ative vote of nct less than  three- 
fourths of the members present and 
qualified to vote. 


It is further provided that this Trust 
Fund may be abolished entirely by the 
affirmative vote of not less than three- 
fourths of the active members qualified 
to vcte at any annual meeting and in 
the event that said Trust is abolished, 
any securities or monies then belong- 
ing to said’ Trust Fund shall be re- 
turned to the Treasury of the National 
Association of Nurse Anesthetists and 
the Treasuries of the various State As- 
scciations which have contributed to 
this Fund, and said funds shall then be 
divided between the Nationel Associa- 
tion Treasury and the various State 
Treasuries on a pro rata basis accord- 
ing to contributions made to the fund 
by said several Treasuries and Asso- 
ciations end said Fund may then be 
used by said various crganizations for 
the general purposes of said Associa- 
tions. It is provided, however, that if 
any or all of said Associations wish to 
contribute their share of said funds cr 
any part thereof to the Netional Treas- 
ury for general or specific purposes, 
said National Association of Nurse An- 
esthetists is empowered to accept such ° 
centributions for the purposes speci- 
fied. 

Respectfully submitted 
VERNA RICE, Chain 
HATTIE VICKERS 
GERTRUDE FIFE (Treas.) 


September 13, 1937 
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REPORT OF PLACEMENT BUREAU COMMITTEE 


The committee during the past year 
has studied the possibility of establish- 
ing a placement bureau for nurse an- 
esthetists, to be cperated in conjunc- 
tion with the National Association. The 
committee feels that this bureau should 
function as a part of the National As- 
sociation, and recommends that the 
headquarters of the bureau be Iccated 
at the headquarters of the National 
Association and that the Executive 
Secretary take charge of this bureau 
until such time as it is well estab- 
lished. For the time being the volume 
of work will not be such as to warrant 
the employment of a stencgrapher and 
it is felt by the committee that the of- 
fice secretary of the National should be 
able to handle the amount of work in- 
volved. 


The committee also reccmmends the 
following: 
1. No registration fee. 


2. Applicant to furnish six small pho- 
tographs. 

3. Telegrems to be sent to applicant 
collect, and if the applicant refuses 
same the application to be remeved 
from the files. 

4. Application to remain on file for one 
year, unless the applicant accepts 
@ position. 

5. Rate of commissicn: The following is 
the rate of commission which is 
recommended by the Committee to 
be charged to the applicant when 
she accepts through the bureau a 
position paying: 
$ 1.00 to $100.00 per month — 15 

per cent of one month’s salary 


$101.00 to $125.00 per month — 25 
per cent of one mcnth’s salary 

$126.00 to $150.00 per month — 30 
per cent of one month’s salary 

$151.00 and up per month — 40 per 
cent of one month’s salary. 

6. If an epplicant applying for one po- 
siticn accepts another through the 
instrumentality of the National As- 
sociation of Nurse Anesthetists a 
commission is due the National As- 
sociation. 


7. All information given to a candidate 
must be considered ccnfidential 
and is to be used only by the one 
to whom it is given. If eny candi- 
date reveals information pertain- 
ing to a vacancy and through it 
someone else secures the position, 
the candidate is held respensible 
for the commission. 


An application blank has been pre- 
pared to be sent out by the bureau 
heedquarters when an_ anesthetist 
makes application for a position. This 
application blank we believe covers all 
the information necessary to be se- 
cured from the applicant. 

A reference blank to be sent to those 
whom the applicant gives as references 
has zlso been prepared which will, if 
filled out satisfactorily, allow the bu- 
reau to select the proper individuals 
for pcsitions available. 

Respectfully submitted, 
IRENE MCFADDEN STILLMAN, 
Chairman 
Lou E. ADAMS 
Lucy E. RICHARDS 
DOROTHY MCCARTHY 
September 10, 1937 
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true of some 


CONTEMPORARY CYCLOPROPANE 
ANESTHESIA* 


SISTER M. BORROMEA, O.8.F. 


Chief Anesthetist and Instructor 
St. Francis Hospital, Peoria, Illinois 


I have been asked to fur- 
nish a paper on the admin- 
istration of cyclopropane. 
It is not an easy matter be- 
cause anesthesia is more 
intricate today than it used 
to be, and we must admit 
that applied methods al- 
ways lag a little behind 
scientific development or, 
as the saying is, theory and 
practice often conflict. 

There is, in the case of 
cyclopropane, an unusual 
preparatory campaign nec- 
essary. A _ considerable 
amount of fear is to be 
overcome which concerns 


the surgeon and the super- 
intendent even more than 


Left to right: Sister Ambrosia, Holy Cross Hospital, 


Chicago, Ill.; Sister Rudolpha, St. John’s Hospital, 
the anesthetist. There is a Springfield, Ill.; Sister Borromea, St. Francis Hospital, 
fear of its explosibility and hee go ioe Sister Regula, St. John s Hospital, Spring- 


an uncomfortable dread of 

its potency. The first is rather ill- 
founded, for cyclopropane-oxygen in 
the proportion used has a very low 
explosive possibility. If the entire 
contents of the bag are emptied 
into the room es it is being used, it be- 
comes such a weak concentration that 
even in the presence of an open flame 
sterilizer a flash will not be produced. 
This, hcwever, applies only to modern 
methods. Unfortunately this is not 
of our contemporary 
schools of anesthesia where the staff 
often goes hcme with an ether head- 
ache. Considering the fect that we 
have cyclopropane-oxygen now under 


of human life. 


much better control than we ever had 
ether-oxygen mixtures, we have every 
right to say that cyclopropane is not 
as explcsive as ether-oxygen unless we 
are foolish or ignorant of the proper 
handling. As to the dreed of the po- 
tency of cyclopropane, it is justified so 
long as one knows nothing about it. 
But by degrees, as we become familiar 
with this anesthetic we recognize its 
superiority in the ccntrol of anesthetic 
conditions, which, after all is nothing 
else but an advance in the protection 
Efficiency in the form 
of cyclopropane on the one side and 
sefety in the form cf oxygen on the 


* Read at the fifth annual meeting of the National Association of Nurse Anesthetists. 
held in Atlantic City, N. J., September 13-17, 1937. 
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other makes a wonderful team and 
what is needed is the knowledge and 
skill of the anesthetist to act as a 


guide. 
The saying that “ether is the safest 
anesthetic”. was quite justified for 


many years pest but, in my opinion, 
the time has come to discard this say- 
ing which, after all, is nothing but an 
excuse for a lack of educaticn or “far 
behind the times” conditions. The 
enormous step forward which we have 
made since the carbon dioxide absorp- 
tion technique wes developed, places a 
greater responsibility on the anesthet- 
ist than the cne based alone on the 
comforting consciousness of selecting 
the best anesthetic because it will not 
kill a patient. 


Ether anesthesia has been responsi- 
ble for more harm in the form of a 
damaged liver or ether pneumonia then 
any other anesthetic, with perhaps the 
excepticn of chloroform or the famous 
A.C.E. mixtures. 


I predict that ether as the so-called 
“safest anesthetic” will lose its foot- 
hold. It is losing ground already, and 
our safest anesthetic should be the one 
thet affords the best control and does 
the least harm to the human body. 
From this point of view cyclopropane 
unquestionably deserves to-day to be 
called the “safest anesthetic.” It re- 
quires knowledge, however, to start an 
anesthetist on cyclopropane. We will 
do well to begin in the same manner 
as the group at the Wisconsin General 
Hospital did three years ago, and in- 
asmuch as their first published reports 
stressed the plea for “safety first” and 
as the methods published bore every 
earmark of extreme care, I am of the 
opinion that the beginner with cyclo- 
propene shculd begin as they did in 
Madison. 

As to premedication—that all impor- 
tant factor—I speak only of my favor- 


ite. No method of induction or main- 
tenance is ccmplete unless we consider 
at the same time the preliminary med- 
ication given to the patient. The won- 
ders of successful anesthesia es well as 
the mysteries of failures, are often ex- 
plained when the whole story is told, 
including the nature of the premedica- 
tion. 

My favorite premedication is mor- 
phine-sccpolamine. For the average 
150-pound male patient, the dosage is 
morphine 1/4 grain, scopolamine 1/100 
grain. It should be administered at 
least one-half to one hour prior to the 
operation. The dcsage is decreased for 
women and children, as a rule accord- 
ing to the weight. Heavy preliminary 
medication is not advocated if the an- 
esthetic is to be given by the young 
anesthetist, because the patient is re- 
laxed too quickly and the warning 
signs may not be recognized. Sccpola- 
mine as a preliminary has continued to 
gain favor, and I advocate it as my 
first choice because I know that some 
of the foremost anesthetists in the 
country are using it, and their clinical 
reports cn present methods are based 
on its use. 

The first report on cyclopropane an- 
esthesia by Ralph M. Waters and E. R. 
Schmidt of Madison, Wisconsin, which 
appeared in the Journal of the Ameri- 
can Medicel Association, volume .103, 
page 975, 1934, shculd be studied by the 
beginner. The first method described 
therein is simply expressed in the fol- 
lowing directions, which I am using 
routinely: 

“Fill the bag with oxygen about 
three quarters full; apply face mask 
and introduce cyclopropane at the rate 
of 600 to 700 cc, per minute, continuing 
this rate for frem one to three min- 


‘tues, according to anesthetic condi- 


tions. Then stop the cyclopropane flow 
and continue with the carbon dioxide 
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abscrption technique, running oxygen 
at from 200 to 400 cc. per minute.” * 
There are, however, two other tech- 
niques for administering cyclopropane, 
as follows: 


1. This technique was introduced by 
Dr. George Edgar Burferd, St. Luke’s 
Hospital, New York City, and is known 
as the “continuous flow” method of cy- 
clopropane. After inducing the patient 
with 400 or 500 cc. of cycloprcpane for 
three minutes, the flow is cut down to 
10 cc. per minute throughout the re- 
mainder of the operation. 


2. Another technique is to work with 
a definite kncwledge of known 
amounts from the beginning of the in- 
duction until it is necessary to discon- 
tinue the cyclopropane. 

I do not use the technique rcutinely 
which I am about to describe except 
for alcoholics or the extremely nervous 
patient, because it gives a much quick- 
er induction. 

Technique: Set the oxygen flow at 
three liters a minute and the cyclopro- 
pane at 600 cc. per minute and ccn- 
tinue until the bag is almost full, then 
place the mask on the patient’s face. 
Reduce the three liters of oxygen flow 
to metabolic oxygen—300 cc. per min- 
ute, and discontinue the cyclopropane. 
This technique eliminates much of the 
excitement in the induction stage. 

For the benefit cf those who are 
using the filtration technique, particu- 
larly with cyclopropane, mzy I impress 
upon you the importance of maintain- 
ing a free airway, which of course is 
indispensable in any inhalation anes- 
thetic. It is also necessary to use a 
mask es nearly leak-procf as possible. 

Carbon dioxide absorption is the 
most important factor in cyclopropane 
anesthesia. Cyclopropane should not 
be given (cr at least with our present 


* See paper of Neff and others from Mad- 
ison School. 


knowledge) without the use of the 


carbon dioxide absorber. One must be 
thoroughly familiar with the carbon 
dioxide absorption technique before one 
starts with cyclepropane. Because of 
lack of time and to eliminate confu- 
sion, I will not go into the administra- 
tion technique. It is the duty of the 
instructor to explain it to the student 
during her course of training. 

The beginner shculd be at liberty to 
turn on the ether for a few minutes in 
case the surgeon complains of light an- 
esthesia, and in this way she will learn 
to control the anesthetic condition. The 
wonderful cheracteristic of- cyclopro- 
pane—namely its pctency, _ combined 
with the complete absence of irritating 
features, requires more attention and 
more specific knowledge. 


It is generally assumed that an av- 
erage of scarcely two liters of cyclo- 
propane is necessary to establish a 
deep anesthesia. Therefore, instead of 
a ficw of four or five liters of nitrous 
oxide, or approximately 90 per cent of 
the anesthetic gas, we run only about 
600 cc. of cyclopropane and time it, in 
most cases, to not more than three 
minutes, using about 1800 cc. Thereby 
the prcportions of oxygen end the an- 
esthetic gas are reversed, and the oxy- 
gen in the mixture far exceeds -the 
cyclopropane, which represents about 
20 per cent of the mixture. This does 
not mean, of course, that 80 per cent is 
oxygen, for a certain amount of the 
nitrogen in the patient’s lungs is in the 
mixture in the breathing bag. We thus 
actually have in the clcsed circle sys- 
tem (or in the breathing bag of the 
circle filter) a mixture of oxygen, ni- 
trogen, cyclopropane, and a very small 
amount of carbon dioxide. Unless the 
nitrogen in the patient’s lungs is ex- 
pelled, we can be reasonably certain 
that by retaining the nitrogen we have 
cnly about 50 per cent oxygen in the 
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bag, ebout 30 to 35 per cent nitrogen 
and 15 to 20 per cent cyclopropane. 

It does not seem as though the en- 
tire amount of cxygen should be nec- 
essary. A certain amount may act as 
diluent, the same as nitrogen, and serve 
the purpose of maintaining the respi- 
retory volume. Since oxygen is a 


more expensive diluent than nitrogen, . 


it seems advisable to retain the nitro- 
gen of the patient’s lungs and thereby 
reduce the amcunt of oxygen. It re- 
mains to be proved what the percent- 
age of oxygen should be and so far, we 
play safe and keep it~ well above the 
percentage of oxygen in the gir, 

The physical signs are very similar to 
those in ether anesthesia with but one 
exception—the respiration is quieter 
and mcre shallow. It is now generally 
agreed that the respiration is the best 
indication and that eye and color signs 
ere deceptive. | 

Respiratory arrest and _ respiratory 
paralysis seem to be the principal, in 
fact almost the only dangers to be con- 
sidered. Because of the smoothness cf 
‘the respiration and on account of the 
perfectly pink color, due to the excess 
amount of oxygen in the mixture, 
there is scarcely a warning given and 
the patient may stop breathing rather 
unexpectedly fcr those who are not fa- 
miliar with the use of cyclopropane. 
Cyclopropane seems to be physiclog- 
ically just as harmless as nitrous oxide 
but is as powerful as nitrous oxide is 
week. 

We must of ccurse admit that there 
are some dangers in using cyclopro- 
pane which we must be educated to 
overcome. Cyclopropane has the po- 
tency of chloroform and ether, withcut 
their irritant qualities. 
ist must be careful not to rush the pa- 
tient from one degree of narcosis to the 
next without allowing sufficient time 
for the dose administered to take effect. 


The anesthet-. 


Respiratory arrest may be due to 
complete oxygen saturation of the tis- 
sues, which produces an absence of 
oxygen want, or it may be due to par- 
alysis of the respiratcry center caused 
by the action of the cyclopropane, or 
very likely to the combination cf both. 
Unquestionably this condition repre- 
sents the beauty as well as the risk of 
cyclopropane anesthesia. Based on the 
feature of respiratory arrest that can 
be produced, experts have developed 
en entirely new methcd of anesthesia, 
called “apnoea anesthesia.” 

Cyclopropane is not ea _ respiratory 
stimulant, therefore the respiratory 
signs may be absent until the depres- 
sive dosage is reached. The color can- 
not be used as a denger signal because 
of the high oxygen content—the pa- 
tient may be pink and yet be getting 
an cverdose of cyclopropane. The 
pulse is the most valuable sign or 
warning of overdosage of cyclopropane. 
The change in the character of the 
pulse may be arrhythmic, slowing 
down to below 50 per minute, or 2 very 
definite increase, as high as 140 per 
minute. The beginner’s mistakes will 
usually be in the directicn of over- 
dosage. 

The blood pressure is very important 
in general anesthesia, especially in cy- 
clopropane. There is no drop in blood 
pressure in cyclopropane, in fact it goes 
up 10, 20, or 30 millimeters immediate- 
ly after the inducticn but returns to 
normal within 10 or 15 minutes efter 
administration begins. However, it 
should be noted that tachycardia, a se- 
vere drop in blood pressure, or shock, 
occur more frequently after cyclopre- 


pane than after other anesthetic 
agents. 
The disadvantage of cyclopropane 


lies chiefly in the fact that modern 
equipment is necessary for its admin- 
istration. It is not indicated for very 


427 


short operaticns, such as opening boils, 
or abscesses, or cases where no relaxa- 
tion is desired. It is most encouraging 
to note that the advantages of cyclo- 
propane are numercus. Of course, I 
was very cautious in the beginning, 
and may have given more gas than was 
needed in some cases, as all beginners 


do. However, thanks to Providence, I 


have had no cesualties. I am now very 
enthusiastic in regard to cyclopropane 
and confident that it is cne of the best, 
if not the best, anesthetic we have. 
Diabetes, tuberculosis, cardiac disease, 
nephritis, liver toxemia, or other con- 
traindications to the use of other an- 
esthetic egents present no barrier to 
the use of cyclcpropane. It is ideal for 
the nervous patient, where an easy in- 
duction is necessary. 

Cyclopropane is the ideal anesthetic 
for toxic patients, especially in the case 
of eclampsia. If patients are brought 
to the operating room in convulsicns 
we elways choose cyclopropane, for 
these patients are too toxic to be given 
any cther anesthetic. In a very short 
time the convulsions cease and the pa- 
tient is in condition for the surgeon to 
begin his work. This type of patient 
has too much albumin, and cyclopro- 
pane does nct cause an extra load on 
the heart action. They are able to 
withstand the operation nicely without 
any metabolic changes. 


In Caesarean section our surgeons 
have reported marked contractions of 
the uterus when cyclcpropane was 
used. I have also noted that the baby 
cries more quickly, in fact, before it is 
handed to the nurse, and none of the 
babies had to be stimulated to make 
them breathe. There is an unusually 
wide margin of safety due to high oxy- 
gen content, and this is a great advan- 
tage to patients suffering frem shock, 
anemia, starvation, or otherwise poor 
risks. 


Cyclopropane is an ideal anesthetic 
for the thyrocardiac patient, and pa- 
tients suffering from thyroid toxicity, 
corcnary disease, angina pectoris, mi- 
tral stenosis, or aortic regurgitation. Ni- 
trous oxide is dangerous because of the 
anoxemia that may be produced, which ‘' 
increases the load on the heart and de- 
creases the supply of oxygen to the 
heert muscle. With cyclopropane there 
is complete avoidance of anoxemia, and 
the increased percentage of oxygen 
given may be of additional value. 


Postoperative vcmiting is lessened 
when cyclopropane is administered 
and the patients seem to have less dis- 
tension end gas pains. Fluids and food 
can be given sooner than after ether. 
The percentage of pulmonary compli- 
cations is‘ lewered, according to our 
surgeons. Nurses caring for patients 
who have had cyclopropane are most 
enthusiastic be@ause of the lessened 
postoperative complications. I have 
been told frequently by both the pa- 
tients and nurses that if they ever have 
to be operated upon again, they would 
want to be given cyclopropane. 

The first cyclopropane used in St. 
Francis Hospital, Peoria, Illinois, was 
on January 13, 1936. Since that time 
we have used this ges in our hospital 
in preference to other anesthetic 
agents. For seven years I was an en- 
thusiastic user cf ethylene, but I think 
this gas is doomed in view of the many 
advantages of cyclopropane. From our 
experience, the latter seems to be a 
safe, controllable, non-irritcting, non- 
toxic anesthetic agent, permitting gcod 
oxygenation, pleasant to take, and pro- 
viding satisfactory relaxation. 

Our patients have ranged in age from 
six weeks to 82 years; strong and weak, 
fat and thin, good risks and very poor 
risks. We have fcund cyclopropane 
very satisfactory for abdominal sur- 
gery, giving relaxation in almost every 
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case. We have had to add ether in less 
than ten per cent of the ceses. In some 
cases where the patient is under light 
anesthesia the muscles are not com- 
pletely relaxed, but breathing remains 
quiet, and there is no straining and 
pushing of the bowels, as one so often 
sees in other types of gas anesthesia. I 
think the best proof of the satisfactory 
nature of the anesthesia produced is 
that there has been no complaint 
from cur surgeons. 


We have used it in reduction of frac- 
tures. It allows easy manipulation and 
we have been able to secure good re- 
laxation in even the strongest work- 
men without pre-operative prepara- 
tion. 

I have heard remarks frem anesthet- 
ists that it is expensive to give cyclo- 
propane. Let us consider, then, the 
cost of anesthesia for a major opera- 
tion. We know that 1 cc. of cyclopro- 
pane ccsts $0.00075, (75/100 of a mill) 
therefore three liters will cost $0.22. 
With cyclopropane we use oxygen, he- 
lium or carbon dioxide, and soda lime, 
the total of which does not come to 
more than $0.30, consequently the total 
cost of anesthetic- agents sufficient for 
administration cannot possibly be more 
than $0.52. 

I give you this brief estimate of the 
cost of cyclopropane per anesthesia be- 
cause one cannot figure intelligently on 
an hourly basis. We figure on a case 
lasting frem fifteen minutes to one and 
one-half hours. Up to date we have 
given 2000 cyclopropane anesthesias 
and we have consumed 1500 gallons of 
cyclopropane. This averages about fif- 
ty-five minutes per case from the be- 
ginning of induction until the mask is 
removed from the patient’s face. 


In conclusion, I am happy to report 


that in cyclopropane we have a very 
valuable enesthetic. This is due 
largely to the work of Henderson, Lu- 


cas, Schmidt, Rovenstine and others. 
At this time I want to close my dis- 
cussicn by reporting one of the most 
interesting, rare, and one of the poor- 
est anesthetic risks of my experience. 
physician’s report she is still gaining, 
The patient, Mrs. T , aged 40, 
was on May 10, 1937 admitted to the 


Before operation 


opereting room in a wheel chair for a 
heart operation. The premedication 
which had been given was 1/4 grain of 
mcrphine and 1/150 grain of scopola- 
mine. The preoperative diagnosis was 
pericarditis with calcified pericardium. 
The patient’s condition was very un- 
favorable. Her face and hands were so 
cyanotic that she could easily have 
been mistaken for a Negro. She was 
coughing, her eyes were bulging, and 
the veins of her neck and forehead 
were tense and distended like cords. 
The pulse was weak and wavering, 
and impcssible to count eccurately. 
The blood pressure was 104/70. 

The patient was placed on the oper- 
ating table in an upright position, and 
the anesthetic was started at 1:20 P.M. 
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Cyclopropane was chosen as the anes- 
thetic. The patient wes allowed to 
breathe fcr the first five minutes a 
mixture of oxygen flowing at the rate 
of three liters per minute and helium 
1000 cc. per minute. Cyclopropane was 
added at the rate of 700 cc. per minute 
for three minutes. 


It was interesting to note the re- 
markable change to the normal pink 
color cf the patient’s face and hands. 
The breathing was more normal, and 
the pulse became strong and a definite 
beat could be distinguished. 


By this time the surgeon was able to 
start the operation without any inter- 
ference from the patient. During the 
operation, hcwever, a severe hem- 
orrhege developed. It was so severe 
that it was necessary to use 240 spon- 
ges before it could be controlled. The 
blood pressure dropped frem «90/60 to 
40/0. No stimulants or saline infusion 
were given. The operation lasted fcr 
one hour and fifty-five minutes, but 
the anesthetic was prolonged for an- 
cther five minutes. Cyclopropane was 
used at intervals at the rate of 700 cc. 
per minute for five end one-half min- 
utes, and a continuous oxygen flow at 
the rate of 500 cc. with an addition of 
helium, 500 cc. per minute. 


The patient was returned to her 
room at 3:45 P.M. in a satisfactory 
cendition from a_ surgical standpoint. 


Her color remained good until about 6 


P.M., when she beceme cyanotic and 
her condition seemed very poor. I was 
called to the room to give cxygen and 
helium by nasal insufflation. This was 
used continuously for three days, then 
it was discontinued altogether. From 
this time on the patient continued on 
a prcgressive course and was dis- 
charged from the hospital one month 
later. Mrs. T remeined in bed 
for some time, but according to her 
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physician’s report, she is still gaining, 
and there has been no further cyanosis 
or shortness of breath. 

Scme of you will, no doubt, be inter- 
ested to know why I gave this patient 
three liters of oxygen and 1000 cc. of 
helium for five minutes before I started 


After operation 


the cyclopropane. We all know that it 
is difficult in such cases to start en an- 
esthetic with cyclopropane or any cth- 
er anesthetic agent and that there is a 
certain amount of shock incurred with 
its induction. It would be far more 
noticeable in this type of case than in 
any other type. 

In hyperventilating this patient, the 
purpose in mind was to flood the pa- 
tient’s blood stream with oxygen to 
try to relieve the pronounced cyanosis. 
This is where helium played its part. 
Helium is much lighter than oxygen; 
consequently it diluted the oxygen and 
lessened the resistance to breathing; 
in other words, a heavy gas is much 
more difficult to breathe than a lighter 
gas. When’ the patient’s color im- 
proved, I started the cyclopropane. 

As a diluent, in cyclopropane anes- 
thesia, helium has also been proposed 
because it is an inert gas. Unless, 
however, a special physiological velue 
should be attached to helium, I weuld 
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consider it an unnecessary expense 
for the mere function of a diluent. On 
the other hand, I think it well worth 
mentioning that we have started the 


use of helium instead of carbon diox- 
ide in our anesthesia department, as 
well as in cxygen therapy, and the re- 
sults are very promising. 


ADDRESS OF CHARLES J. MARGIOTTI, 
ATTORNEY GENERAL OF PENNSYLVANIA 


Every year in America millions of 
patients are taken into the cperating 
rooms of our hospitals. In many cases 
the operation is a matter of life and 
death. Most people, while they have a 
natural dread of hospitals, come 
thrcugh their illnessés much more sat- 
isfactorily because they have con- 
fidence in their physicians and sur- 
geons. But most of them give little or 
no thought to the person who admin- 
isters the anesthetic which “puts them 
to sleep.” 

I have had my share cf hospital 
treatment, end, in numerous conversa- 
tions with medical men and nurses, I 
have come to realize the grave impor- 
tance of the proper administration of 
anesthetics. 


The field of anesthesia has been an 
adjunct of surgery for centuries, and 
since 1846 has been in complete ccn- 
trol of medicel men. About 1906 or 
1907 the nurse anesthetist came into 
being, when certain large clinics began 
the practice of educating qualified reg- 
istered nurses for this special work 
and placing them in the field of anes- 
thesia. The nurse herself had nothing 
to do with it. She tock up the work 
at the request of the medical man. 


The zim of the clinics was to provide 
better anesthetic service to their pa- 
tients by making available the full- 
time service of nurse anesthetists who 
were qualified to do this highly impor- 


tant work. There also was a desire on 
the part of the hospitals to place con- 
tinuous anesthetic service at the dis- 
posal of the needy patients. Before the 
innovation, adequate anesthesia often 
was available only to the well-tc-do 
who could employ a special medical 
anesthetist. 

The system of the nurse anesthetist 
developed slowly since its inception, 
until in 1931 your organization was 
founded and now has about 1390 mem- 
bers. 

Yet, while the nurse anesthetist daily 
gives excellent service in hospitals 
throughout the nation, she has no legal 
standing in herself. This is because the 
administration of anesthetics concerns 
the welfare of the patient, and thus 
may be done lawfully only by a li- 
censed medicel man. 


It is not encugh that a nurse may be 
entirely competent to administer an 
anesthetic; if her action is questioned 
the only thing considered is the law. 


Under the situation as it exists to- 
day, the only way a nurse may be jus- 
tified in giving an anesthetic is at the 
instigation of the qualified physician 
who perfcrms the operation. The per- 
son who operates takes all responsibil- 
ity for the actions of all of his assist- 
ants, including the anesthetist, even 
though the anesthetist may also be a 
licensed physician. 

Thus, there is no valid reason why 


* Read at the fifth annual meeting of the National Association of Nurse Anesthetists, 
held in Atlantic City, N. J., September 13-17, 1937. 
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the enesthetist should not be a reg- 
istered nurse, provided, of course, that 
she has the proper training and qualifi- 
cations, and is entirely capable of do- 
ing the work assigned to her. 

Nevertheless, objections to the nurse 
anesthetist come frem doctors and den- 
tal anesthetists who contend that she 
encroaches upon the field of medicine. 
Personally, I think thet if the nurse 
anesthetist is properly equipped to do 
her work efficiently, the doctors should 
be willing to accept her. If the nurse 
anesthetist is qualified to do this high- 
ly specialized work, she should receive 
remuneration commensurate with the 
service she performs. In plain words, 
she should be paid more than she gets 
now. 

Nurse anesthetist service has a num- 
ber of distinct advantages which the 
doctor shculd not overlook. The edu- 
cated nurse is an intelligent observer 
of the mental and physical phenomena 
of disease. She understands the re- 
action of the patient to various drugs 
and to the treatment the doctor pre- 
scribes to relieve symptcms. She has a 
full knowledge of the exact and careful 
nursing procedures, expertly carried 
out, thet contribute to the patient’s re- 
covery. She knows how to correlate 
data necessary for the physician’s con- 
sideration. 


Thus, a nurse’s education, teaching 
as it does gentleness, tact and expert 
care in the relief of the sick, as well as 
affording continued critical observation 
of the patient, equips her with a splen- 
did background for further postgrad- 
uate work in anesthesia. 

Another thing—and this is most im- 
pertant—the nurse who makes anes- 
thesia her life work insures a contin- 
uous anesthetic service in our hospi- 
tals. She also provides increasing per- 
fection of technique with resulting 
comfort and safety to the patient. Such 


service assures skillful anesthetic care 
to all patients at all times. To me it 
seems far preferable to the practice of 
having anesthetics administered by in- 
terns or by special medical anesthetists 
who may not always be available. 


Despite all of these things, the med- 
ical man remains in complete control of 
the situation. Unless he gives the 
word, the nurse anesthetist may not 
function. 

How then does the nurse anesthetist 
regard the medical man? She dces not 
question his ability or his jurisdiction. 
She does not contest his right to have 
complete control of his operation. She 
does nct dispute his authority to name 
his assistants and his anesthetists. But 
she does say that if she is properly 
trained and that if she is properly 
qualified to administer anesthetics, 
there is no reason why the doctor 
should not accept her. 

The nurse anesthetist has every de- 
sire to cooperate fully with the med- 
ical man. She prefers to be under his 
complete jurisdiction. She feels that 
she has a distinct contribution to make 
to the whole science of medicine, and 
that she is capable of doing it well. She 
denies that because she is not a doctor 
she cannot be an efficient anesthetist. 
She denies that she lacks intelligence 
to assimilate information concerning 
the subject, or to formulate knowledge 
and impart it to others. She dislikes 
being called a “lay person,” a “nurse 


technician,” a “helper,” or to be spoken .. 


of as “serving an epprenticeship.” She 
believes that she is worthy of her hire. 


In the first place, the nurse anesthet- 
ist feels that she did not encrcach upon 
the field of medicine, but was invited 
to enter it. And now that she is in it, 
she speaks with pride of the wide- 
spread commendation of surgeons and 
hospitals of her work. This, she feels, 
is sufficient evidence that the work she 
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has been invited to do has been done 
well. She recognizes end respects the 
different grades of authority in the 
medical field, but asks only the right to 
carry on her particular task as a co- 
worker with other allied groups con- 
cerned in the problem of giving serv- 
ice to the sick. 

The doctor should agree with the 
nurse’s position in this matter, and he 
should concur in the proposition that 
she should be paid for the responsibil- 
ity she assumes. However, he also has 
every right to insist that the nurse an- 
esthetist will not offend by adopting 
an attitude of self-importance because 
she is given responsibilty. He has a 
right to insist that she conduct herself 
in a manner that will gain the confi- 
dence of the operating surgeon, and 
that she will nct think that the doctor 
is arrogant just because he requires 
that an anesthetic be given in a certain 
way in a certain case. He has a right 
to insist that his be the last word in 
stating the condition of the patient to 
the nurse anesthetist. He has a right 
to assume that she will give freely and 
willingly of her service at all times, 
and that she will not intimate in any 
way that one surgeon is inferior to an- 
other, or that one surgeon’s methods 
leeve something to be desired. He has 
a right to insist that the nurse anes- 
thetist assume as much responsibility 
to the patient as the doctor. He hasa 
right to demand all of these things be- 
cause after all he and he alone is re- 
sponsible for the well-being of his pa- 
tient. 

As I see the situation, dectors and 
nurse anesthetists should throw aside 
any differences they may have and co- 
operate on mutual ground for the ad- 
vancement of the whole field of med- 


ical science. A qualified nurse an- 
esthetist should be permitted to do her 
werk with the sanction and support of 
the doctor, and she should be paid for 
it. 

She, in turn, should conduct herself 
so thet the doctor will be pleased with 
her. 

The time has come when the nurse 
anesthetist should be legally recognized 
as a highly specialized branch of the 
medical professicn. 


The work of the nurse anesthetist 
should be standardized. Proper cours- 
es of training should be set up for her 
by medical’ men. They should watch 
her progress carefully, and when they 
are convinced that she has attained the 
required efficiency to successfully hold 
the lives cf patients in her hands, then 
they should accept her as a trusted 
helper. 

Because of the great importance of 
the anesthetist—she has as much to do 
with the patient’s safety as the doctor— 
I strongly favor legislation in the sev- 
erel states to give her recognition in 
law. Befcre issuing a nurse anesthet- 
ist license, the state should require her 
to pass a strict examination that will 
demonstrate without question that she 
is qualified. Once the nurse anesthet- 
ist is licensed, the state should main- 
tain proper supervision over her. 

In closing, I compliment your organ- 
ization for the fine work it is doing, 
and charge you to ever carry on in 
your humanitarian task of alleviating 
human misery. I wish you well in 
your fight to obtain the recognition 
you have earned, and I have every 
confidence that if you ccentinue’to im- 
prove yourselves and devote your lives 
to the medicel service, the day is not 
far off when you will attain your geal. 
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ANESTHESIA IN GYNECOLOGY 
CHARLES LINTGEN, M.D.* 


Associate in Gynecology, Jefferson Medical College 
Philadelphia, Pa. 


In 1809 Ephraim McDowell removed 

an ovarian cyst from Mrs. Jane Craw- 
ford by cpening her abdomen without 
edministering any type of anesthesia. 
The operation was concluded in 25 
minutes. This was exactly 33 years 
before William Morton and Crawford 
Long had the temerity to administer a 
drug, previously unknown, to a human 
being tc produce a state of uncon- 
sciousness. The idea of anesthesia was 
new and the fortitude of these men 
was no less than that of Ephraim Mc- 
Dowell. All were pioneers with the 
courage of their convictions. McDow- 
ell’s operaticn was the beginning of ab- 
dominal surgery, and Morton’s anes- 
thesia was destined to play a large part 
in its rapid advance. We can easily 
imagine the difficulties encountered in 
these early days when anesthesia 
meant merely the production of a state 
of unconsciousness by administering 
‘ether or chlorcform. 
_ Contrest that early period when only 
two anesthetic agents were available, 
jwithout cumulative experience to be 
guided by, and the exact physical signs 
found in the different degrees of anes- 
thesia not definitely known, with the 
present condition cf affairs in anesthe- 
sia end surgery. Many different meth- 
ods of anesthesia are now available to 
the gynecologist. The anesthetist of 
today is guided by the past experience 
of the pioneers in surgery and anes- 
thesia and animal experimentation so 
thet he knews at all times the exact 
condition of his patient. 

The days when giving ether to a pa- 


tient to the point of unconsciousness 
constituted the administration of an 
anesthetic, are gone, for which the pa- 
tient and surgecn both can well be 
thankful. It was customary in days 
gone by, and not fer distant, when the 
youngest and most inexperienced in- 
terne would be delegated to give an- 
esthetics for any type of major opera- 
tion, regardless of whether he had ever 
given an anesthetic or nct. This con- 
dition of affairs is, of course, obsolete, 
and in these days of enlightened sur- 
gery, a patient cen feel secure that the 
anesthesia will not be more formidable 
or dangerous than the operaticn itself. 


In gynecology today, as in. other 
fields of surgery, many types of anes- 
thesia and anesthetic agents are avail- 
able. A great deal depends on the 
proper selection of the anesthetic agent 
and method cf induction and if the pa- 
tient is not thoroughly studied prior to 
operation, the surgical procedure may 
be rendered mcre difficult, the hazard to 
the patient’s life much greater, the op- 
eration itself be performed less per- 
fectly, and there will be greater pcssi- 
bilities for postoperative complications. 
In some instances the surgeon will 
make a bad choice of his anesthetic, in 
which case the anesthetist should not 
be blamed, since he or she is merely 
administering the anesthetic which has 
been chosen. 


SATISFACTORY ANESTHESIA 


Fer an anesthesia to be satisfactory 
in gynecology, complete relaxation of 
the operative field is essential. This, 


* Read at the fifth annual meeting of the National Association of Nurse Anesthetists, 


‘held in Atlantic City, N. J., 


September 13-17, 1937. 
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of course, is also a requisite in other 
types of surgery, but I do not believe 
ccmplete relaxation to be es essential 
as in gynecology. 

In general surgery, the parts in- 
volved can often be brought almost to 
the surface of the abdominal walls, es- 
pecially in intestinal. work, resection, 
appendectomy, and hernia. On the 
other hand, with rigid abdominal walls, 
it is difficult tc get the required expo- 
sure necessary deep in the pelvis, ren- 
dering the operation more dangerous 
and difficult. 


In plastic and repair work, we meet 
with a similar situation. If the patient 
is incompletely relaxed, there is bound 
to be a certain amount of straining, 
causing the bladder to be forced dewn 
anteriorly and the rectum posteriorly. 
To insure satisfactory plastic surgery, 


it is essential that the anterior and . 


posterior vaginal walls, es well as the 
cervix, be absolutely metionless,-.en- 
abling the surgeon to place his sutures 
carefully, resulting in good approxima- 
tion of the mucous membranes. Marion 
Sims performed as many as forty op- 
erations cn one patient to cure fistula, 
end even though the operative tech- 
nique was not perfected at that time, 
we feel sure that if an anesthetic had 
been available, his success would have 
been materially increased. 


Choice of Anesthetic: 


I believe that the success of the op- 
eration often hinges on the correct 
choice cf the anesthetic. Meany times, 
even after a thorough study of the pa- 
tient, it may be difficult to state exact- 
ly which anesthetic would be better 
suited to the individual. The main 
points to take into consideration in 
choosing an anesthetic are as fellows: 

1. General condition 
2. Age 
3. Height end weight 


4. Condition of heart 

5. Blood pressure 

6. Condition of. respiratory whe 
(urine 

7. Laboratory studies (blood 
{special tests 


1. If a patient is in the younger 
group, between fifteen and fifty, not 
overweight, with a good myocardium 
and other physical findings, <nd lab- 
cratory findings negative, she should 
have the most frequently used and 
probably the least dangerous of all an- 
esthetics, which I nameve we all agree 
is “ether.” 

Patients sixty years of age or older 
may be able to take nitrous oxide and 
ether satisfactorily, but other anesthet- 
ics should be considered, especially if a 
prclonged operation is contemplated. 
For short cases, nitrous oxide with pos- 
sibly a little ether will be satisfactory. 
For more prolonged cases, spinal anes- 
thesia is probably the enesthetic of 
choice. 

The height and weight of a patient 
are impcrtant in so far as patients who 
are short and inclined to be stout are 
difficult to relax satisfactorily with 
ether. If the blood pressure is not be- 
low 100 systolic, these patients ere 
much more satisfactory under spinal 
anesthesia. Small doses of avertin as 
a basal anesthetic will ccnsiderably re- 
duce the amount of ether or nitrous ox- 
ide necessary and give good relaxation. 
Nitrous oxide, ethylene and other in- 
halational anesthetics are out of the 
questicn for this type of patient. 

We are all aware, of course, that a 


heart murmur does not preclude anes- 


thesia or operation. If the patient is 
in the younger age group, before myo- 


cardial changes set in, ether is well tol- 
. erated. Just how much effect general 


anesthesia, possibly of two hours’ dura- 
tion, has on such a heart is debatable. 
We do know that spinal anesthesia it- 
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self would have no effect on the heart 
jafter the operation is concluded, and I 
Yam inclined to suggest spinal for these 
healthy heart cases unless they dis- 
tinctly prefer general anesthesiz. 

In patients who ere further alcng in 
years, with myocardial changes pres- 
ent, we are dealing with bad surgical 
risks no matter what type of anesthe- 
sia is chosen. Much will depend on 
the type of operation. If local anesthe- 
sia is feesible, it should be utilized, 
since it is usually the least dangerous 
of all anesthetics. If it is impracticable 
to use lecal anesthesia, due to various 
reasons, it would probably be best to 
consider spinal. 


Hypertension: 

One of the most frequent complicat- 
ing factors in gynecological pztients ‘is 
hypertension. Mcst of the patients ex- 
hibiting this condition are past fifty 
years of age and usually have varying 
degree of myocarditis or arteriosclerosis 
or both conditions. I believe that a 
large proporticn of this group could 
tolerate nitrous oxide-oxygen or ethyl- 
ene-oxygen with a small amount of 
ether, but the relaxation would be 
questionable and the deeper anesthesia 
in these elderly patients is not so well 
tolerated. Local anesthesia would, of 
course, be the anesthetic of choice, but 
due to its impracticability in a large 
majority of gynecological operaticns, it 
is rather infrequently used. 

I feel that for this type of patient, 
spinal anesthesia in experienced hands 
is no more dangerous, all things con- 
sidered, than general anesthesia. Many 
niaaeliaattiohs do not believe spinal enes- 
thesia should be given tc a hyperten- 
sive patient. It is quite true that they 
have a greater fall in blood pressure 
but if the dosage is well chosen, and 
the patient watched carefully for 
changes in blood pressure, pulse and 
respiretion, no untoward results will 


take place. lf the diastolic pressure is 
above 100, spinal anesthesia becomes 
mcre dangerous. 


Patients suffering from respiratory 
infections or pulmonary conditions of 
any type should not be given general 
inhalational anesthetics, nor should the 
diebetic patient receive a general an- 
esthetic. 


TYPES OF ANESTHESIA AVAIL- 
ABLE TO GYNECOLOGISTS 


1. Local 
(a) Cocaine 
(b) Ethyl chloride 
(c) Nupercaine 
(d) Novocaine 
2. Inhalation 
(a) Nitrous oxide 
(b) Ether 
(c) Ethylene 
(d) Chloroform 
(e) Cyclopropane 
. Caudal 
. Sacral 
. Spinal 
. Intravenous 
(a) Epival 
(b) Sodium Amytal 
(c) Pentothal 
7. Rectal 
(a) Avertin 
(b) Ether in oil 
Local anesthesia is obtained either 
by: (a) direct application of the drug 
to the surface mucous membrane or 
(b) injecting a solution under the skin 
into the subcutaneous tissues. Another 
method is by freezing 2 small area with 
ethyl chloride and incising quickly. 
For enesthetizing the urethra or tri- 
gone by local applications, cocaine is 
very useful. Nupercaine (Ciba) a new 
drug, is also useful for the same pur- 
pose. Ethyl chloride is often used in 
such ccnditions as Bartholin’s abscess. 
The effects are very fleeting so that it 
is necessary to work quickly. For ex- 
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cision of the gland ethyl chloride is 
quite unsatisfactory. The most fre- 
quent and extensive method of pro- 
ducing local anesthesia is by injecting 
novocaine subcutaneously over the area 
to be operated upon. By this method, 
every type of gynecological operation 
has been successfully perfermed, in- 
cluding abdominal section. 


Inhalation Anesthesia: 


This is accomplished by the use of 
various agents, the best known being: 
(a) Ether 
(b) Nitrous oxide 
(c) Ethylene 
(d) Chloroform 
(e) Cyclopropane 
The relative value and safety cf ether 
as an anesthetic are well known to all 
anesthetists and surgeons. If we were 
to classify gynecological patients ac- 
cording to the type of anesthesia best 
suited to them, the largest class would 
be found able to take ether. 
- In a general way, the follewing con- 
ditions should prevail in patients re- 
ceiving ether anesthesia. 


AGE: The petient can be up to fifty- 
five years of age. By this, I do not 
mean that a patient sixty years of age 
cannot take ether, because experience 
has taught us otherwise, but at this 
age, beginning myocardial end arterial 
changes and a certain amount of kid- 
ney and liver damage is probably pres- 
ent. These changes cannct always be 
measured in terms of physical signs or 
symptoms and our laboratory tests 
oftentimes do not disclose these early 
changes. For this reason, if another 
type of anesthesia is available, which 
dces not affect these organs, the opera- 
tive procedure will be much less for- 
midable. 


HEART AND LUNGS: A slight rise in 
blood pressure should not contreindi- 
cate ether, but a moderate rise usually 


. URINE: 


indicates organic changes in the blood 
vessels, myccardia, or the kidneys, and 
we should try to protect these organs 
from further injury, if possible, by 
avoiding a general anesthetic. 


If albumin is present in the 
urine in a moderate quantity, or casts 
regularly found, ether would be in- 
clined to exaggerate these findings at a 
later postoperative date. If glycosuria 
is found, ether is always contraindi- 
cated. 


WEIGHT: Obese patients and especial- 
ly these of short stature are usually 
difficult to relax properly. Even though 
all cther findings may be normal, these 
over-weight patients are often poor 
ether subjects and unless there is some 
other reason, ether should be avoided. 


We all realize that patients shculd 
not be grouped as a class in choosing 
an enesthetic, but treated strictly as 
individuals, since we have a sufficient 
number of anesthetic agents to satisfy 
almost any situation. 


Nitrous oxide and oxygen can be 
used for operations cf short duration 
in which relaxation is not essential; if 
a certain degree of relaxation is re- 
quired, ether can be supplemented 
through the gas machine. This, how- 
ever, does not give the complete relax- 
ation essential to examinaticn of the 
pelvis preoperatively to determine the 
exact condition present, nor does it re- 
lax the abdomen sufficiently to do deep 
abdominal pelvic surgery. 

Ethylene will give a greater degree of 
anesthesia than nitrous cxide and oxy- 
gen, but due to the many serious acci- 


dents which have occurred in the 


course of ethylene anesthesia, ‘it has 
been abandoned in many of the hospi- 
tals. However, it is being used in 
many hospitals with success where the 
operating room has been thcroughly 
grounded in order to prevent static. 
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Chloroform is -being used less and 
less end I do not know of a gynecoleg- 
ical condition which would prompt me 
to use it. In the earlier days, when it 
was felt that a patient could not take 
ether successfully, chloroferm was the 
only other anesthetic available. 


Cyclopropane: A new hydrocarbon 
gas first described by the Department 
of Anesthesia of the University of Wis- 
consin in 1933. Since this time it has 
been used considerably in different lo- 
calities and is especially useful in chest 
surgery. There have been a number cf 
sudden unexplainable deaths in the 
course of this anesthetic, and it should 
be given only by one thoroughly famil- 
iar with the technique. There is no 
particular indication for the use of cy- 
clopropene in pelvic surgery. 


Caudal and Sacral: These methods 
are well adapted fer certain gynecolog- 
ical conditions. In certain poor sur- 
risks, in vaginal, perineel or cer- 
vical repair work they are quite satis- 
factory. They are not satisfactory for 
lewer abdominal surgery. Fifteen to 
thirty minutes must be allowed for 
caudal anesthesia to take effect. In 
sacral anesthesia the multiple injec- 
tions in the sacral foramina involve 
considerable time, but the anesthesia is 


quite satisfactory. 


Spinal enesthesia is an ideal anes- 
thetic so far as the surgeon is con- 
cerned. The temptation for those who 
have used it, is to use it more fre- 
quently than is really indicated. Many 
different methods and techniques are in 
use. I believe it is well to adopt one 
particular agent and one technique, so 
that one is familiar with its peculiari- 
ties and will know better how to pro- 
ceed in case of complications. In re- 
cent years much has been written on 
the various phases of spinal anesthesia 
and at the present time it is very pop- 


ular. I will say’ only a few words re- 
garding it. 

Spinal anesthesia should not be given 
routinely in all gynecclogical opéra- 
tions, any more than any other type of 
anesthesia. 

The type and the technique used 
should be that with which the anes- 
thetist is most familiar and has given 
the greatest degree of satisfaction. 
Greater care and discretion must be 
used in cases of hypertension and 
where the diastolic pressure is well 
ever 100. If a patient strongly objects 
to spinal, another type of anesthesia 
should be given if possible. 


Intravenous anesthesia has been used 
to some extent in operations of short 
duration. The agent is usually one cf 
the barbituric acid compounds, all of 
which act in a similar manner and 
usually give a short anesthesia. The 
general opinion seems to indicate that 
this method should not be used for ab- 
dominal werk and that it’is yet in the 
experimental stage. 

Rectal anesthesia may be induced 
either with avertin or ether. Ether-oil 
anesthesia is seldom used in gynecol- 
ogy. If a patient suffering from some 
abdominal condition requiring surgery, 
and pulmonary disease is present, and 
if ethylene is not available, and re- 
gional cr spinal not feasible, rectal oil- 
ether would be better than inhalation 
ether. 

Avertin (tribromethyl alcohol) has 
probably more use in other types of 
surgery than in gynecology. In gyne- 
cology it is useful as a basal anesthetic 
and ccnsiderably reduces the amount 
ef inhalation ether and the patient 
may be satisfactorily relaxed with 
supplemental nitrous oxide. It should 
of course never be used as a general 
anesthetic. I also believe it should be 
used cautiously even as a basal anés- 
thetic in elderly patients. 
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ANESTHESIA IN A GENERAL HOSPITAL WITH 
SEVENTY-FIVE PER CENT NEGRO PATIENTS 
JENNIE C. HOUSER 


Chief Anesthetist, The John Gaston Hospital, 
Director of Anesthesia, University of Tennessee, 
Memphis, Tenn. 


This institution is a five hundred fif- 
ty bed hospital in which an average of 
four hundred anesthesias are adminis- 
tered monthly. It is financed by the 
city and affiliated with the University 
of Tennessee. 


Anesthesia in this type cf hospital 
will always offer difficulties regardless 
of whether the patient is black or 
white, since it is impossible for one pa- 
tient in a ward with thirty or forty 
others to feel that he is the important 
individual at any time, and that is the 
one thought you and I weuld have in- 
stilled into each patient to be anes- 
thetized. 


The average Negro patient in this 
hospital is the “true southern nigger.” 
This Negro having’ always depended 
upon “his white folks,” humbly enters 
the hospital, confident of being cared 
for; his attitude toward an operation 
is “if God is willing” he will recover. 
The Negro patient of financial means 
goes to a Negro hospital, pays his way, 
and has the doctor of his choice. 


In the surgical department the car- 
bon dioxide ebserption technique is 
used. Ethylene-oxygen or cyclopro- 
pane-oxygen with the addition of ether 
vapor when necessary, is the anesthet- 
ic of choice for most precedures. Ni- 
trous oxide-oxygen is preferred when 
the cautery is needed, also in the X- 
ray rooms and in the wards. Ether— 
inhalation or colonic, will always be a 
favcrite for many surgical procedures. 
Spinal, evipal, and local infiltration is 
used when indicated. 


Premedication in the surgical de- 
partment varies with the changing 
staff, and the individual patient; how- 
ever, morphine end scopolamine are 
the most frequently used drugs. Aver- 
tin as a basal anesthetic is often em- 
ployed. 

In the Maternity Hospital we have a 
straight flow gas machine. The patient 
is given nembutal at the beginning of 
labor, fellowed later by scopolamine, 
which is repeated as necessary. Ni- 
trous oxide-oxygen is administered for 
the delivery; the addition of ether va- 
por is seldom necessary with the above 
medication. Open ether is used in this 
department for hypertensive patients 
only. Conditicns in Maternity Hospital 
are not safe for the use of ethylene or 
cyclopropane. ! 

I do not use the saturation technique 
in gas-oxygen anesthesia. This tech- 
nique offers more danger fcr the Negro 
patient than for the white patient, as 
it is much more difficult to differentiate 
between asphyxial and _ anesthesia 
signs. 

Cyanosis in the Negro is first ob- 
served by the change in color of the 
conjunctiva and the mucous mem- 
brane of the mcuth, and the skin takes 
on an ashy gray color. The blood at 
the site of the operation may be 
watched; however, the anesthetist fa- 
miliar with the Negro patient thinks no 
more of watching the bleod of the Ne- 
gro than that of the white patient. 


Difficulties that arise with the Negro 
patient also appear in some white _pa- 
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tients of the same sex, working habits 
of life, and physical characteristics. 
The Negro is strong and muscular, and 
the adult frequently elcoholic. Their 
highly emctional, religious \tempera- 
ment and many racial superstitions en- 
courage an excitable induction stage, 
- therefore psychic control is of great 
value to the anesthetist. The Negro, 
like a child who has had every step of 
ean anesthesia explained to him by his 
mother, then told te go to sleep like a 
little man, maintains an outward com- 
posure until the face mask is placed, at 
which time he feels free to scream for 
his mother, and the Negro in like man- 
ner (child or adult) shouts. With gas- 
oxygen this excitement is quickly 
overcome; hcwever, the induction stage 
is longer and requires 2 stronger an- 
esthetic mixture for the Negro patient 
than is usually necessary for the white 
patient. The maintenance stage is 
usually uneventful and during this 
stage the Negro can be carried on a 
lighter anesthetic mixture than the av- 
erage white patient. 


Facial characteristics produce diffi- 
culties during anesthesia with the Ne- 
gro in the following manner: 


1. The broad flexible ncse with a 
very low bridge will produce a 
definite obstruction to respira- 
tion when the face mask is 
placed unless the pressure on the 
face mask, to avoid leaks, is 
carefully watched. 


2. The Negro has a large mouth 
“> ‘ with very thick lips, and when 

the face mask is placed care must 
be taken or the lips will be 
pushed into such a pcsition that 
on each inhalation the upper lip 
will be drawn up over the nos- 
tril and obstruct free respiration. 


A free flow of saliva is characteristic 
of the Negro race and this is also true 


of the underprivileged white people. 
This seems to be a nervous condition 
and the saliva is increased only in the 
induction stage of anesthesia. 

Oran asepsis in this type of patient 
is usually poor. Vincent’s and pyorrhea 
alveolaris with loose teeth are quite 
common. In all elective cases this oral 
condition is treated, but in the emer- 
gency case the risk of postanesthetic 
complications must be taken. Pulmc- 
nary complicaticns following anesthesia 
are rare in both the white and the Ne- 
gro patient. Each patient is hyper- 
ventilated with carbon dioxide-oxygen 
following anesthesia, and when indi- 
cated, three times daily for three days. 
This treatment is mest valuable in 
ward cases, where it is sometimes im- 
possible to turn patients as frequently 
as necessary. 

In considering the advanced condi- 
tion of disease in which the averege 
Negro patient enters the hospital, my 
experience has been that the Negro 
patient takes gas-oxygen equally as 
well as the white patient when admin- 
istered with sufficient oxygen to avoid 
cyancsis. The Negro seems to be able 
to and prolonged anes- 
thesia better than the white patient 
and recover from seemingly impossible 
conditions. 


CORRECTIONS 


The following ere corrections of er- 
rors in the listing of the paid-up mem- 
bers published in the August, 1937, is- 
sue of the Bulletin: 


Agnes Farrell, St. Luke’s Hospital, 
Richmond, Va. (active) 

Rosena J. Felgendrager, Memcrial Hos- 
pital, Danville, Va. (active) 

Sister M. Agatha Gerber, Sacred Heart 
Hospital, Tomahawk, Wis. (active) 

Josephine Cook, St. John’s Hospital, 
Jackson, Wyo. (active) 
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On the Board Walk 


Top center—Esther Myers—leaving Honolulu for meeting; left center—Hilda Sal- 
omon, President; right center—Aimee Doerr—Oregon; lower center—Mary J. 
O’Brien, Mary T. Kavanagh, Anna Weick—Maryland. 

441 


‘ 
woe wt 
A 
> 
¥ @« 
2 * 
by 
* > 
‘+ 
| 


ANESTHETIC MORTALITY 
WILLIAM T. LEMMON, M.D.* 


Philadelphia General Hospital 
Philadelphia, Pa. 


Anesthetic mortality has always in- 
terested me. About two years ego I 
was asked to serve on a committee of 
the Philadelphia County Medical So- 
ciety for the investigation of anesthetic 
deaths. This committee is made up of 
professional anesthetists, active sur- 
geons, internists and specialists repre- 
senting the surgical specialties. Month- 
ly meetings are held. Most of the 
larger hospitals cf Philadelphia are 
represented by the various members of 
this committee, and these members 
collect all details regarding deaths from 
anesthesia. All other hospitals are re- 
quested to report all anesthetic deaths 
to this committee of the Philadelphia 
County Medical Scciety, and blank 
forms are mailed to them for this pur- 
pose. 

The main function of this committee 
so far has been to collect cases, thor- 
oughly investigate the details of each 
death, reccrd the conclusion of the 
committee, and file the records. The 
purpose is to lower the anesthetic mor- 
tality in Philadelphia, if it is possible 
to do so. But before any recommenda- 
tions are made, we must have facts, 
and statistics over a pericd of years. 
There were twenty-two deaths for in- 
vestigation at our last meeting. 

In some cases it is most difficult to 
decide what constitutes en anesthetic 
death. Some of the cases reported as 
anesthetic deaths were found by the 
ccmmittee to be due to other causes. 
This is illustrated by tHe following 
case: A patient was admitted to the 
hospital with symptoms suggestive of 


placenta praevia. She wes in good 
health and had been in the hospital for 
twelve hours before it was decided to 
do a Caesarean section. She wes given 
a general anesthetic end vomited 
quantities of improperly chewed food. 
Shortly after the onset of vomiting, 
there was great respiratory difficulty, 
cyanosis, rapid pulse and death rapidly 
followed befcre the operation was even 
started. This case wes reported as an 
anesthetic death, but an autopsy 
showed a piece of celery tightly lodged 
between the true vocal cords, making 
breathing impossible, and death ensued 
due to asphyxia. Under the proper 
care this patient’s stomach might have 
been empty after twelve hours’ stay in 
the hcspital. 

In some instances, the proper choice 
of the anesthetic agent was questioned. 
This may be illustrated by the follow- 
ing: A male aged fifty-five years, 
weight 215 pounds, blood pressure 
190/100, temperature 103, pulse 120, 
suffering with a carbuncle on the back 
of his neck, was given nitrous oxide 
and cxygen anesthesia. After about six 
minutes of anesthesia, he became cya- 
notic, had great respiratory difficulty, 
rapid, weak pulse and died immediate- 
ly. An autopsy was not obtained. 

In some cases we decided that opera- 
tion should not have been done at all. 
This is illustrated by the following 
reccrd: A female, age fifty years, had 
had several previous admissions to the 
hospital, extending over a period of 
three years, for cardiac decompensa- 
tion, hypertension and kidney disease. 


* Read at the fifth annual meeting of the National Association of Nurse Anesthetists, 
held in Atlantic City, N. J., September 13-17, 1937. 
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She also had a uterine fibroid, which 
had caused some vaginal bleeding at 
intervals. The urine examination re- 
vealed a cloud of albumen with hya- 
line and granular casts. The blood 
pressure was 190/100. There was myo- 
carditis and mitral regurgitation. This 
patient was given ether anesthesia, and 
an abdominal hysterectomy performed. 
She died six hours after the anes- 
thetic was started without ever having 
regained conscicusness. 

Due to the careful observations of a 
nurse anesthetist, the following fatality 
was prevented. After a submucous re- 
section was done on a female patient 
aged 15 years, under nitrous exide-oxy- 
gen-ether anesthesia, a pack of gauze in- 
clcsed in rubber finger-cot was 
placed in each nostril. The patient was 
turned on her side and a tumor re- 
moved from her back. As soon es the 
patient was returned to her back she 
became blue, respirations ceased, and 
her pulse became very weak and was 
soon absent. Artificial respiration was 
ineffective. The ansthetist insisted that 
one of the nasal packs was missing, 
and the surgecn found it tightly lodged 
between the true vocal cords, making 


breathing impossible. It was removed, 
and after two or three minutes of arti- 
ficial respiration and stimulation, res- 
pirations commenced and the pulse re- 
turned. She made an uneventful re- 
covery. If this patient had died, and 
there had not been an autopsy, I feel 
sure it wculd have been classified as 
an anesthetic death. 

The materials used in anesthesia are 


thoroughly tested for purity. The an- 


esthetists are well trained, and are 
skillful in the art of administration of 
the anesthetic agents. Where, then, 
must we look for a reduction in anes- 
thetic mortality? It must be in amore 
cereful pre-anesthetic examination of 
cur patient to decide whether opera- 
tion is indicated, the proper type of 
operation for each individual patient, 
and the proper selection of the anes- 
thetic agent in each individual case. 
Then there will be less time needed in 
our post-anesthetic and post-mortem 
examinations. 

The members cf your orgenization, 
with your skillful administration of an- 
esthetic agents, have contributed 
greatly in the past years to the reduc- 
tion in anesthetic mortality. 


THE USE OF CYCLOPROPANE IN THORACIC 
SURGERY* 


MOSES BEHREND, M.D. 


Fr om the Service of the Philadelphia General Hospital, 
Unit in Thoracic Surgery 


~The more experienced one becomes 
with mechanical procedures and the 
use of adjuvents incident to the ad- 
ministration of anesthetics, the more 
carefully selective does one become in 
each individual procedure. Since it is 


seanaial that definite organic lesions 
affect the same structure in different 
locations and that different sites in le- 
sions require discriminating selecticn 
of the proper operation to give the best 
result, so likewise the same process of 


* Read at the ee of the National Association of Nurse Anesthetists, Atlan- 
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elimination mzy well be applied to the 
large subject of anesthesia in its rela- 
tionship to the varicus lesions encoun- 
tered for which anesthetics are used. 
Today this fact has become more uni- 
versally recognized than ever in the 
application of local anesthesie, whether 
that be in the form of a limited area, 
or massive block such as can be cb- 
tained by the injection of the long 
nerves at their source, or by probably 
that greatest method of producing lo- 
cal enesthesia, namely, the introduc- 
tion cf drugs into the spinal canal. 


Ether and Nitrous Oxide 

Ether, the most popular anesthetic 
of the nineteenth century and the ear- 
ly years of the twentieth century, has 
fallen somewhat into disuse on account 
of its unpleasant after-effects, despite 
the fect that it is a good anesthetic. 
Yet it must by no means be relegated 
to the past because it still has a place 
in anesthesia. Especially useful on ac- 
count of its low eost of administration, 
thereby reducing the overhead to the 
hospital, it is ideally suited for the an- 
esthetizetion of children, as well as 
some selected cperations on the abdo- 
men where there is no pulmonary in- 
volvement. Of the inhalants nitrous 
oxide gas has gradually replaced ether 
tc a great degree; however, the dan- 
gers of this gas must not be under- 
rated. While I have never had z death 
on my Service as a result of its admin- 
istration, many have been reported in 
cther clinics, death being due to as- 
phyxia, from insufficient oxygenation. 

Nitrous oxide is especially useful in 
operations of necessity where there is 
a history of an ecute or chronic pul- 
monary infection. In many clinics, 
however, this gas has been almost en- 
tirely supplanted by ethylene, which 


has the advantage of giving greater re- 


laxation. Danger of explosion and, the 
meny instances of this occurrence early 


in its use prevented the universal pop- 
ularity of ethylene as compared to 
nitrous oxide gas. It is especially useful 
in all conditions and under the same 
circumstances in which nitrous oxide 
gas is employed, with the added desir- 
able factor that a larger amount of 
oxygen can be used in its administra- 
tion. Personally I have never employed 
ethylene. 


Cyclopropane 

Follewing closely in the wake of 
ethylene we come now to the advent 
of cyclopropane and its use in thoracic 
surgery. Cyclopropane is pleasent to 
take and anesthetizes quickly without 
a stage of excitement. While it may 
be indeed a dangerous anesthetic, it is 
a-safe cne in the proper hands. Cyclo-. 
propane was first used in experimen- 
tation on enimals in 1928 by Lucas and 
Henderson. Waters, however, used it 
primarily on clinical cases. It is a hy- 
drocarbon gas, a powerful anesthetic 
and can be given with 75 to 80 per cent 
of oxygen, consequently anoxemia is 
never present when cyclcpropane is ad- 
ministered. In operations upon the 
chest, where there is elways a limita- 
tion of respiration on one side and 
sometimes even on both sides, where, 
in other words, the vital capacity may 
be reduced very materially, and even 
when it reaches as low as 900 cc., cy- 
clepropane can be used with less dan- 
ger than any other enesthetic. This is 
due to hyperoxygenation of the blood. 

Cyclopropane given by the closed 
method is practically safe, although the 
anesthetic is highly explosive when 
combined with cxygen. It should not 
be used in the presence of a cautery, 
or any electrically controlled spark. 
Smoking should be absolutely prohib- 
ited in the operating room or even in 
the neighborhcod of the operating 
room. 

With the eddition of the carbon di- 
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oxide absorption method very little of 
the anesthetic is consumed, making 
this a most econcmical anesthetic be- 
cause of the high oxygen content that 
may be used with it. 

In all operations with the exception 
of the tuberculous, where the danger oi 
infecting the vocal cords is imminent, 
an intratracheal tube should be used 
in the edministraticn of cyclopropane. 
This method is also advantageous be- 
cause when suction is required the suc- 
tion tube may be placed within the 
intratracheal tube. 

As stated before, many cases of death 
by asphyxia have been. reported with 
the use of nitrous oxide gas; such an 
occurrence should never pertain when 
cycloprcpane is employed, because of 
the large amount of oxygen (75 per 
cent oxygen, 25 per cent cyclopropane 
combination) used in the administra- 
tion of cyclopropane. Never yet have 
I found it necessary to call the atten- 
tion of the anesthetist to the fact that 
the blood of the patient is blue and so 
demanding more oxygen. How often in 
the administration of nitrcus oxide gas 
must this admonition be impressed up- 
on the anesthetist. 


Cost of Anesthesia 

I have alluded before to the relative 
cost of the various anesthetics. At 
first cyclopropane preved very expen- 
sive, but in recent years improved 
methods in its manufacture, and the 
great amount of oxygen used in ccm- 
bination, have lowered the cost of cyclo- 
propane sc that the expense per ad- 
ministration is probably not as great as 
that of nitrous oxide gas, though some- 
what greater than the cost of ether, 
ethylene or spinal anesthesia. But 
when one considers the safety of the 
patient and the peace of mind to the 
surgeon when he is operating on those 
requiring thoracic surgery, the in- 


creased cost of this anesthetic within 
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reasonable limits should be waived in 
favor cf its use. 


Use in the Tuberculous Patient 


In operating upon patients with tu- 
berculosis of the lungs it is necessary 
to place the patient upon the side at 
about an angle of 30 degrees. If oper- 
ating on the left side the left arm 
should hang locsely over the left side 
of the table so that the distance be- 
tween the vertebral border of the scap- 
ula and the vertebra is widened. The 
right erm should be placed in such a 
position as to prevent pressure on the 
musculospiral or radial nerve. One 
patient developed a mild wrist drop as 
a result cf this pressure, but recovered 
the normal function in the course of a 
few weeks. This position causes a cer- 
tain amount of obstruction to the easy 
inflow and outflow cf cir. The large 
amount of oxygen that one can use 
with cyclopropane helps to prevent the 
occurrence of anoxemia in the patient 
when placed in that positicn. When 
re-operation in several stages is re- 
quired and the vital capacity of the 
lung is reduced es a result of a former 
thoracoplasty, cyclopropane demon- 
strates agein the wide margin of safety 
obtainable as a result of its use. 


In the Philadelphia General Hecspital 
from August, 1934 to September, 1937, 
cyclopropane wes administered 1410 
times. Of these, 161 administrations 
were to patients operated upon for tu- 
berculosis of the lungs and on whom a 
thoraceplasty was performed. Twen- 
ty-six rib resections, one neurectomy, 
and one pneumolysis were performed 
under cyclopropane. 


Finally, we have briefly considered 
in this paper the relative merits of 
some of the various enesthetics we em- 
pley today. 

1. Cyclopropane is unquestionably 

the best general anesthetic that 


can be used in performing thoracic 
operations. 

2. On account of the large amount of 
oxygen that can be used anoxemia 
is prectically never present, even 
in those cn whom one or two 
stages of thoracoplasty have been 
performed. 


. Cyclopropane is especially useful 
in the tuberculous because it elim- 
inates bronchial irritation. 


4. The statistics covering the admin- 
| istration of cycloprcpane used in 

the Philadelphia General Hospital 
are given. 
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MEETING OF UNIVERSITY HOSPITALS SCHOOL 
OF ANESTHESIA ALUMNAE ASSOCIATION 


ANN NIGHTENGALE, President 
Lutheran Hospital, Cleveland, Ohio 


The annual meeting of the Alumnae 
Association of the University Hospitals 
School of Anesthesia was held on Sep- 
tember 15, 1937, in Atlantic City, dur- 
- ing the annual convention of the Na- 
tional Association of Nurse Anesthe- 


tists. Thirty-nine members of the 
Alumnae Association attended the 
convention. 


The business meeting of the Asso- 
ciation was held at the Auditorium at 
4:30 P.M. It was voted to donate fifty 
dollars to the Trust Fund of the Na- 
tional Association of Nurse Anesthe- 
tists. Incidentally this is the first con- 
tribution to that fund. Copies of the 
minutes of the meeting will be sent to 
each member of the Alumnae Associa- 
ion as soon as prepared. 


It was voted unanimously to confer 
honorary membersihp upon Mrs. Ger- 
trude L. Fife, former President of the 
Alumnae Association, and Director of 
the University Hospitals School of An- 
esthesia, and Miss Kay Sheehan, who 
has for several years served the Asso- 


dation faithfully as Secretary and 


Treasurer. 


A luncheon in honor of Mrs. Fife was 
held at the Ritz-Carlton Hotel on 
Wednesday, at which time Mrs. Fife 
gave a very interesting talk in which 
she outlined the changes that have been 
made in the school and discussed plans 
for its future. She expressed appre- 
ciation for the contribution of fifty dol- 
lars made at last year’s meeting for the 
purchase of books. This contribution 
made it possible to add eleven volumes 
to the school library. In addition, four- 
teen individual members of the alum- 
nae donated ten books, and one book, 
“Pharmacology and Therapeutics,” by 
Arthur R. Cushny, M.D., was presented 
by an anesthetist who is not a graduate 
of the school. 

It was indeed gratifying to note that 
so many of the Alumnae members at- 
tended the annual convention of the 
National Association of Nurse Anesthe- 
tists, and we hope that next year the 
number will be increased. 
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Beddow, Anne 
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Harrington Mem. Hospital 
Shriners’ Hospital 
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St. Jcseph’s Hospital 
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Children 
University Hospital 
Kernan Hospital 


Christ Child Farm for Conv. 


Children 
U. S. Marine Hospital 
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St. Mary’s Hospital 
Women’s Hospital 
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Gerber Memorial Hospital 
St. Mery’s Hospital 


Goodrich Hospital 


Vicksburg Hospital 
Laurel Gen. Hospital 
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Cooper Hospital 

4301 Ventnor Ave. 
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1824 Wallace St. 


Children’s Hospital 

Episcopel Hospital 

State Hospital 

Frankford Hospital 
Greenville Hospital 

Butler County Mem. Hospital 
St. Francis Hospital 
Chestnut Hill Hospital 
University of Penna. Hospital 


Nantucket Cottage Hospital 


2201 Wallace St. 
1417 Hempton Ave. 


St. Phillip Mercy Hospital 
1319 Bull St. 


1482 Monroe 
Methcdist Hospital 
Vanderbilt Univ. Hospital 


Sanitarium of Paris 
Salt Lake Clinic 


Beckley Hospital 


Medical College cf Va. 
Memorial Hospital ° 
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Pittsburgh, Pz. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Bethlehem, Pe. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Everett, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Altcona, Pa. 
McKees Rocks, Pa. 
Philadelphie, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Drexel Hill, Pa. 
Lancaster, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 
Philadelphia, Pa. 


Philadelphia, Pa. 
Philadelphia, Pa. 
Nanticoke, Pa. 
Philadelphie, Pa. 
Greenville, Pa. 
Butler, Pa. 
Pittsburgh, Pa. 
Chestnut Hill, Pa. 
Philadelphia, Pa. 


Nantucket, R. I. 


Columbia, S. C. 
Columbia, S. C. 
Columbia, S. C. 
Rockhill, S. C. 
Columbia, S. C. 


Memphis, Tenn. 
Memphis, Tenn. 
Nashville, Tenn. 


Paris, Tex. 
Salt Lake City, Utah 


Beckley, W. Va. 


Richmond, Va. 
Lynchburg, Va. 


s 


Hall, Esther H. 
MacGregcr, Eliz. N. 
Ogle, Cora Lee 
Ponti, Catherine 
Thomas, Anne Cosby 
Van Pelt, L. E. 


Quinn, Beetrice M. 


Cameron, Catherine 
Crowley, Mechtildes 
Keefe, Margaret Mayer 
Keefe, R. D. 

Kraft, Marie 

Ries, Anna J. 


Amata, Sister M. 
Norma, Sister M. 


Watson, Mary 


Myer, Esther C. 


N. A. Memorial Hospital 
Alexandria Hospital 


S. M. Maine Hospital 
Va. Baptist Hospital 
Memorial Hospital 


Station Hospital 


St. Jceseph Hospital 
St. Vincent’s Hospital 
Marshfield Clinic 
Marshfield Clinic 
Methodist Hospital 
St. Mary’s Hospital 


St. Michael’s Hospital 


St. Michael’s Hospital 


Queens Hospital 


Nassawadox, Va. 

Alexandria, Va. 
Barren Springs, Va. 

Norfclk, Va. 

Lynchburg, Va. 
Lynchburg, Va. 


Ft. Lewis, Wash. 


Milwaukee, Wisc. 
Green Bay, Wisc. 
Marshfield, Wisc. 
Marshfield, Wisc. 
Madison, Wisc. 
Rhinelander, Wisc. 


Toronto, Can. 
Toronto, Can. 


Ontario, Caneda 


Honolulu, Hawaii 


FORM OF BEQUEST OR CONTRIBUTION 


In response to inquiries reaching the headquarters of the 
National Association of Nurse Anesthetists the following form 
is suggested as a proper one to follow: 


“T give, devise and bequeath to the National Association of 
Nurse Anesthetists’ Trust Fund the sum of 


as follows: 


Signed 


dollars, or property or holdings 


All income from the Fund known as the National Associa- 
tion of Nurse Anesthetists’ Trust Fund will be used for the aged 
and indigent nurse anesthetists who qualify for participation in 
the benefits of said fund as stated in Trust Fund Document. 


(Address in full) 
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CONFIDENCE 


Tue millions of patients who place their lives in the skillful 
hands of surgeons and anesthetists is a tribute to the confidence of the public 
in modern surgery. As the success of operative procedure is dependent 
upon surgical skill and experience, the success of the anesthesia is de- 
pendent upon the proper administration of a safe, effective anesthetic agent. 

Surgeons and anesthetists everywhere prefer and specify Squibb Ether 
because of its proved dependability through many decades of extensive use. 
The careful control which characterizes the production of Squibb Ether 
results in a product so pure, so effective and so uniform that it is used 


with confidence in over 80 per cent of American hospitals today. 


For literature address Anesthetic Division, E. R. Squibb & Sons 
745 Fifth Avenue, New York, N. Y. 
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| A MORE COMPLETE SERVICE| 
THE ANESTHETIST 


ANESTHETIC GASES 
| 


Nitrous Oxide | Oxygen 
Ethylene Carbon Dioxide 
Cyclopropane Carbon Dioxide-Oxygen 


ANESTHETIC GAS MACHINES AND 
REPLACEMENT PARTS 


PROCAINE HYDROCHLORIDE 


Sterile crystals in ampules of various sizes 
Sterile Solutions in ampules 
containing Procaine Hydrochloride or 
Procaine and Epinephrine of various 
strengths 


Soluble Hypodermic Tablets* of Procaine 
Hydrochloride or 
Procaine and Epinephrine with 
Ringers Solution. 


ALSO A COMPLETE LINE OF 


Sterile Ampules 
Soluble Hypodermic Tablets 


$$$ 


OXYGEN TENTS AND EQUIPMENT 


CHENEY Chemical Co. 


| 2929 EAST 67th STREET, CLEVELAND, OHIO 


Pittsburgh and Philadelphia Los Angeles, California 
MEDICINAL OXYGEN CO. AMERICAN MEDICAL GAS CO. 


CHICAGO-NEW ORLEANS-ST. LOUIS-MEMPILIS-ATLANTA-MIN NEAPOLIS-TORONTO 


~*~ 


tionally high purity and relentless vigilance constantly 
maintains the standard set. Approved because... Ohio sealed 
valves protect the user against confusion between full and 
empty cylinders. Approved because. . .-Ohio cylinders are 


clean inside and outside, in harmony with the spotless surgery. — 


The next time you order Nitrous Oxid, Ethylene, Cyclo- 
propane, Carbon Diomwid or Oxygen, SPECIFY OHIO. 


THE OHIO CHEMICAL & MANUFACTURING © 


Pioneers and Specialists in Anesthetics 


1177 Marquette Street 
BRANCHES IN ALL PRINCIPAL CITIES 


Approved because... extensive research has provided excep-. 


Cleveland, O a 
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